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We will not attempt an academic dis- 
cussion of this subject, but will rather pre- 
sent a clinical picture, as we observe it in 
our office or at the bedside. We are also 
presuming that the infecting organism has 
been confirmed by the laboratory as the 
gonococcus. 


It is a common story that the G. U. man 
hears many times a day: “Dr., I have a 
burning pain on urination, or I have a 
vaginal discharge that burns and irritates 
me very much, or I have a profuse va- 
ginal discharge, or I have a dull, continu- 
ous pain across the anterior pelvic region.” 


The patient making one of these state- 
ments may range in age from 2 years to 75, 
and may be a representative of any station 
in society. 


If she is a child under 12 years of age, 
we should ascertain whether any other 
member of the family, as the father or 
mother, or any of her playmates or asso- 
ciates have a similar trouble. If it is 4 
young unmarried woman, we have to con- 
sider clandestine intercourse. If a married 
woman of any age, we must consider the 
probability of the husband being similarly 
infected ; so in all our management of the 
case of whatever age, unless the individual 
already knows the source of infection we 
must carefully conduct ourselves in an en- 
deavor to produce no further discord in 
the social status of the patient with her 
surroundings, especially with her family 
relations. 


If a child, the parents should certainly 
know the trouble. If an unmarried wo- 
man she should know. If a married woman 
—that all depends. Certainly she should 
not be told if she is an innocent victim, 
but she should be told if she is the offender. 
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There are very few cases of gonorrhoea 
contracted, and those chiefly in young 
girls from 2 to 10 years old, except by in- 
tercourse. Accepting this statement as 
true it is at least the tactful thing for the 
physician to be careful, both in his actions 
and conversations with the patient, be- 
cause it is of little value to create discord 
in the home or cast reflections upon some 
one else. The average woman can create 
plenty of that of her own volition. 


The area susceptible to the infection in 
the female is far greater than in the male. 
This area extends from the external geni- 
talia through the vagina to the cervix— 
through the cervix into the body of the 
uterus, out through the fallopian tubes to 
the ovaries, thence into the peritoneal cav- 
ity. From the external meatus through the 
urethra into the bladder with a possible 
extension to the pelvis of the kidney. 


There are three possible original foci of 
infection: (1) the vulva, (2) the external 
meatus of the urethra, and (3) the cervix. 


In children from 2 to 12 years old the 
foci is nearly always in the vulva. A child 
will have an acute vulvitis with a rather 
profuse yellowish discharge which burns 
and produces a great deal of irritation. 
The vulva will be swollen, usualy with con- 
siderable excoriation. On urination the 
child will often complain bitterly. Many 
of these children complain of irritation 
when walking or playing. The discharge 
may produce considerable irritation around 
the vulva, and on the inner side of the leg. 
The second focus of infection—the external 
meatus of the urethra is practically always 
infected in every case of gonorrhoea pro- 
duced by coitus. The external meatus is 
swollen, the lips protrude, giving the ap- 
pearance of an eversion or prolapse of the 
urethra. The surface is often covered with 
pus; the patient will complain of burning 
on urination. The infection extends rather 
rapidly up the urethra, the glands sur- 
rounding the urethra are early involved, 
and on palpation the urethra feels hard 
and about the size of the little finger, and 
by gentle massage from above downward, 
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a great deal of pus can be expressed. On 
each side of the vulva are the glands of 
Bartholin and these become infected also. 
The opening of the ducts of these glands 
always appear red, and are landmarks 
looked for by the physician in all these 
cases. When these glands are gently 
grasped between the thumb and fore-fin- 
ger, pus can be expressed from them. 
Third, the cervix is usually infected in 
every case of gonorrhoea contracted by in- 
tercourse. 


The infected cervix is red, swollen and 
bathed in pus. If the infection is not taken 
care of early, it will extend rapidly upward 
through the internal os into the body of 
the uterus and out into the Fallopian tubes 
and beyond the reach of local applications. 
It is this focus of infection that should 
have the early attention of the physician, 
because from here the disease extends up- 
ward and vitally affects the individual. 
The cervix is practically never infected in 
females before puberty. The infection is 
slower to extend upward in a woman who 
has never had the cervix dilated, nor been 
pregnant. But the woman who has borne 
children and the cervix is lacerated the in- 
fection extends into the uterus almost im- 
mediately, in fact I have seen cases with a 
badly lacerated cervix—the cervix itself 
did not appear to be infected, but the dis- 
charge from the uterus contained many 
gonococci. It appears that the scar tissue 
of a lacerated cervix is difficult to infect 
by the gonococci, but the os being wide 
open the infection goes direct to the body 
of the uterus. 


Nearly every case of gonorrhoea] infec- 
tion of the cervix also has an infection of 
the external meatus, and soon infects the 
glands of Bartholin, thus from a gonor- 
rhoeal cervicitis the whole uro-genital 
tract may become involved. Fortunately, 
gonorrhoea! infection of the cervix is the 
easiest focus to cure if seen early and pro- 
perly handled. 


The treatment of gonorrhoea is as varied 
as are the cases themselves. The general 


course of treatment of vulvitis in children - 


is the frequent cleansing with a warm 
sterile boric acid solution or with a weak 
permanganate solution, then, with a topical 
application of neo-silvol, argyrol, or a sim- 
ilar silver salt; keeping the child off of her 
feet as much as possible. For the urethritis 
of women, the urethra should be gently 
massaged daily, followed by instillations of 
some of the silver salts; the patient in- 





structed to drink large quantities of water, 
and for the relief of the pain, give large 
doses of sandalwood oil, use hot boric acid 
compresses, and also hot bori¢ acid 
douches. Later it may be necessary to ir- 
rigate the bladder with sterile boric acid 
solutions. The glands of Bartholin, when 
infected, should be massaged daily if the 
duct remains patulous. If the duct closes, 
the glands will fill with pus and become 
very painful. If the duct cannot be open- 
ed with a probe, the gland will have to be 
incised or dissected. If either incised or 
dissected the wound should be packed with 
iodoform or mercurochrome gauze. 


For gonorrhoeal cervicitis I have the 
most brilliant results with the local appli- 
cation of tr. iodine. Unfortunately iodine 
is irritating and cannot be used more than 
three or four days in succession. However, 
in that length of time I have seen it com- 
pletely clear. up many cases of early cervic- 
itis. Througha vaginal speculum the whole 
of the cervix is thoroughly painted, the os 
well swabbed and allowed to dry before the 
speculum is removed. The iodine appar- 
ently extends up the ducts into the cervical 
glands. 


The patient is instructed to take pot- 
permanganate (1-500) douche 6 to 8 hours 
after the treatment. If the iodine irritates 
too much then we alternate the applica- 
tions with 10 to 20 per cent Agno 3. But 
silver nitrate is not nearly so effective as 
the iodine. 


When the infection extends from the 
cervix into the body of the uterus, and it 
does in many cases, what shall we do? 
Whom shall we consult, the surgeon or the 
Christian Scientist? No, let’s go a little 
slow. Our patient is now having consider- 
able pain, probably fever. Suppose we put 
her to bed, apply cold to the pelvis and 
lower abdomen, give her some gonorrhoeal 
vaccine. This plan of treatment will re- 
lieve most cases and cure some of them. 
There are some cases that this plan of 
treatment does not relieve, or if tempor- 
arily relieved have recurring attacks. They 
develop large pus tubes, localized peritoni- 
tis, profuse yellowish discharge; the pa- 
tient is an invalid or semi-invalid. Such 
a case is surgical. To only remove the pus 
tubes is only removing a part of the dis- 
eased tract. We believe it is better where 
surgery is indicated to remove the tubes, 
ovaries, body of the uterus and cauterize 
the cervix. 
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At the last meeting of this society I had 
a paper on this same subject. It was 
written the day before and contained only 
my personal views. The men who dis- 
discussed it did not agree with me to any 
noticeable extent. I neglected to have it 
typewritten and returned to the chairman, 
so it was not published. 


This year, when asked to write on some 
gynecological subject, I decided to come 
back with the same thing in hopes that 
some of my old friends in this section 
might disagree with me again. 


I will begin by quoting Pugh in physical 
therapeutics, “gonorrhoea causes more 
widespread suffering among women than 
any other disease.” This may not be true, 
but it is not far from the truth. 


I am not discussing the treatment of 
gonorrhoea itself, but only its surgical 
treatment. 


Stop the infection at the cervix if you 
can. Treat the patient with her first at- 
tack of salpingitis expectantly. She may 
recover and if she changes her habits and 
avoids further infection and if careful and 
persistent enough in treatment she may 
not have further attacks. Probably a girl 
of good family and habits should be given 
more conservative treatment than another 
whose habits and surroundings are the re- 
verse. There is, at least, some chance of 
cure with resumption of tubal function ir 
the one and much less in the other. 


On the other hand Bonney advises early 
operation on the ground that it gives a 
better chance of saving the ovaries, and 
Royston, writing in the American Journal 
of Obstetrics and Gynecology, states that 
early operation in the long run will result 
in greater conservation of tissue. 


Mason states that he advises operation 
when a tubal mass is palpable and where 
palliative measures fail to give relief. 


Strong, in the Journal of Indiana State 
Medical Association, says, “If the first at- 
tack subsides with little evidence of dis- 
ease, do not operate. Recurrent attacks 
are treated less conservatively. Operate 
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at once on the subsidence of acute symp- 
toms. The treatment of chronic salpingitis 
is purely surgical to effect a cure.” 


Keen states that in the interest of ovar- 
ian conservation, “It is often wise to 
operate before too much damage has been 
done.” 


Recently we see claims of cures in almost 
any stage by various systems of treatment 
and by physical therapeutics. Personally, 
I think these cases come under three types: 

1. Those in which the extent of damage 
done is overestimated. 


2. Those who go on in time to a sterile 
hydrosalpinx with very much relief of 
symptoms. 


3. Those in whom there is a palpable 
mass, the mass being a cellulitis and not 
salpingitis. Mild and early cases without 
sealing of tubal ends have always had 
some percentage of recoveries and the 
worst cases have always had a percentage 
which in time becomes more or less quies- 
cent. 


Again quoting Royston: “Pyosalpinx 
may be a source of focal infection. Tubal 
infection ranges from a mild complaint to 
a severe constitutional disorder. Febrile 
manifestations occur without local pain, 
various arthritic affections, headaches, 
napeaches, backaches and various unex- 
plained fevers may come from an unex- 
pected pyosalpinx. Pain is no index to 
the extent of lesion or degree of infection. 


It appears rather peculiar that some of 
us advise removal of every possible focal 
infection, tonsils, teeth, appendix, gall 
bladder, but insist on leaving a diseased 
tube. 


I have found a rather apt description of 
the pathological changes which occur as a 
result of tubal infection and will quote it: 
“Pathological changes in the tube are first 
limited to the mucous membrane, increas- 
ing its folds and bringing about infiltra- 
tion which spreads to the muscular coats, 
separating its layers and changing them 
into fibrous tissue. The cilia are destroy- 
ed, the abdominalosteum closes, and ad- 
hesions form. This may be temporary, 
but usually results in a permanent pyosal- 
pinx. The muscular coat becomes elongat- 
ed and extends beyond the fimbriae which 
retract and become invaginated into the 
tube. If both ends are sealed perforation 
is liable to take place into the broad liga- 
ment or pelvic cellular tissue, into the 
ovary forming a tubo-ovarian abscess or 
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the abscess may rupture into the abodomi- 
nal cavity, though rarely, or by reabsorp- 
tion form a hydrosalpinx.” 


Of course, the massive tubo-ovarian 
abscess with tubes, ovaries, uterus, blad- 
der and numerous coils of intestines mat- 
ted together are admittedly surgical. I, 
myself, believe that the case which has had 
repeated attacks, or one attack with fix- 
ation of the uterus and palpable masses in 
the pelvis is a surgical case. I believe the 
percentage which returned to normal is 
much too small to warrant subjecting the 
majority to the risk of massive involve- 
ment with its operative mortality or to the 
handicap of semi-invalidism with risk of 
disseminated infection and no hope of fer- 
tility. It is well known that most any tubal 
infection in more or less time can be symp- 
tomatically cured for a time. So can duo- 
denal ulcer. I am convinced that like the 
ulcer case many cases believed by the phy- 
sician to be cured have simply tried a new 
doctor on return of the symptoms. 


I have operated cases which have been 
cured by five or six different physicians, 
most of whom still believe the patient 
cured. Reports of cure are very untrust- 
worthy unless the patient has been follow- 
ed up quite intimately for a long period. 


The patient will herself be quite sure to 
prevent too early operation. It is generally 
agreed that she should not be operated 
during the acute stage. After this she feels 
too well to consent to operation. She is 
liable to feel the same way in the interval 
after the sixth attack. She may not get 
the proper treatment, she probably will not 
get any treatment unless she is uncom- 
fortable, but she will see herself that she 
takes plenty of time. Repeated attacks 
are neccessary to convince her that she 
should be operated at a time when she feels 
comparatively well. She is afraid of oper- 
ations as are the public in general, and she 
has a terrible dread of the effect of the 
removal of any of her pelvic organs and 
this is usually not the dread of losing the 
reproductive function—sometimes yes, but 
usually not. She has been told that she 
will get fat, develop a bass voice, perhaps 
grow whiskers, go crazy, and be unsexed. 
The majority of them still believe in some 
such results and so do many physicians 
apparently. 

What should an operation for salpingitis 
amount to? The idea is, of course, to re- 
move her symptoms and also to eradicate 
the infection.. 





The cervix is always infected-—remove 
the mocosa of the cervix with some such 
operation as the Sturmdorff or use the 
actual cautery. Suit yourself. The Bar- 
tholin glands and Skeens ducts are apt to 
be infected; if so, destroy them. If the 
fimbriated ends of the tubes are open there 
has usually been no indication for surgery. 
If they are sealed the tubes should come 
out. Both tubes are usually involved, but 
perhaps unequally. If one is in a question- 
able condition it had better be removed. 
It is much more liable to get worse than 
better. If the woman wants more children 
and is willing to take a greater chance of 
further surgery in order to preserve a 
smaller chance of pregnancy, all right, let 
the tube you are not sure about remain, 
but have it understood. 


A woman is too liable to insist on leav- 
ing everything which simply does not have 
to come out and then say very unkind 
things about her surgeon who follows her 
instructions when she has to have her next 
operation. 


Quoting Munde, from International 
Clinics : “There have been many operations 
that, when at the request of a patient who 
desired children, and was satisfied to take 
the risk of a second operation, and the tube 
has some slight infection, has been left. 
If such a tube is not removed it will usual- 
ly cause trouble. The probability of preg- 
nancy is remote, and if it does take place, 
will probably be extra-uterine.” 


You know it has come to be an axiom 
that one operation means two or three 
more, and so it would seem to be. The more 
conservative the operator, the more oper- 
ations until everything is out and then, if 
she does not have too many adhesions or 
ventral hernias, she will probably be al- 
right. 


Now, in regard to ovaries: After the 
tube is removed the ovarian circulation is 
interfered with. The removal of the uterus 
with preservation of tubes and ovaries is 
a much more satisfactory operation from 
the standpoint of the ovarian conservation 
than is removal of tubes with preserva- 
tion of the uterus and ovaries. If the 


ovaries have become part of the abscess 
wall they should be removed. If they are 
badly adherent they are almost sure to 
drop back and again become adherent, be- 
come cystic and cause much trouble. If 
the tubes are removed and the ovaries nor- 
mal, they are too apt to cause trouble later. 
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The best argument for early operation 
in those cases is operation before the 
ovaries become involved. This gives a bet- 
ter chance to remove the tubes and con- 
serve one or both ovaries. Attempts to 
conserve fragments of diseased ovaries in 
the presence of disease in the pelvis will 
get very unsatisfactory results. Resection 
of part of an ovary is not a very satisfac- 
tory procedure in an uninfected pelvis or 
under any circumstances. 


At best, attempts to conserve ovarian 
tissue in the presence of tubal infection of 
such a nature as to require removal of the 
tubes is not a highly satisfactory proced- 
ure and personally, I do not think the oper- 
ator should go to any great extreme in this 
direction. The chance of pregnancy is 
gone with the tubes. The removal of 
ovaries is about as.serious to the patient 
as the surgeon and she think it to be. 


In regard to the uterus, of course, some- 
thing should be done to destroy infection 
or remove it from the cervix. But what 
is the use of leaving the uterine fundus in 
a woman who is sterile. Een if, as my 
friend, Dr. Pigford, stated last year, the 
gonococcus cannot live in the fundus, 
nevertheless it does harber some infection 
and remains inflamed and it does in many 
cases cause trouble. Further, a cleaner 
operation with less surface for adhesions 
can be done if the fundus is removed and it 
takes very little longer. So why leave it? 
If the preservation of the menstrual func- 
tion is as important as some men believe, 
this woman will menstruate from the cer- 
vix if she has ovarian tissue. But I think 
again that the menstrual function is about 
as ve as her doctor and she believe” 
it to be. 


Some time ago I saw a report from a 
large eastern hospital concerning the end 
results in followed up cases of various pro- 
cedures and by far the best results were 
obtained where everything was removed. 


Keen states that supervaginal hysterec- 
tomy and bilateral salpingo-oophorectomy 
will cure nearly all the cases but that the 
end results due to sterility and artificial 
menopause are often disastrous. 


Hulett, writing on the induction of nor- 
mal menopause after oophorectomy, and 
after discussing the medication, says: “The 
resumption of normal sexual relations is 
advised as soon as surgical recovery will 
allow. The patient is urged to resume her 
normal habit of living as soon as possible.” 








Please remember this quotation as I shall 
want to refer to it later. 


We will have to admit that the surest 
way to eradicate this disease is by radical 
operation. We are, however, faced by two 
things: sterility and the menopause. Ster- 
ility, we can discard. She is sterile in most 
cases anyway. If the artificial menopause 
has such dreadful symptoms as it is sup- 
posed to, the patient had better remain 
ill. But, does it? 


Our remote ancestors worshipped the 
sexual organs. We still regard the pelvic 
organ of the female with a kind of super- 
stitious reverence. Women without them 
imagine themselves ruined, and we as phy- 
sicians, encourage them in this belief. 
Please understand that I think a woman is 
better off with these organs if they are at 
all normal. So do I think a man is better 
off with both legs, but sometimes he is 
better off with one leg, and in the kind of 
cases which I am discussing, that is, a well 
established pelvic infection, she wil be 
much better off without them. And, since 
it is often necessary to subject the patient 
to radical surgery, it is quite fortunate 
that this is true, that is, that the results 
are not nearly so disastrous as is com- 
monly believed. 


Subject a patient to a major surgical 
operation, which is not a nice experience at 
best, an operation which she has always 
been led to believe will ruin her as a wo- 
man, encourage her in this belief by be- 
lieving it yourself; let her have a few hot 
flashes and if she is inclined to be a neu- 
rotic, results will surely be disastrous. 


If, on the other hand, she is not told 
what has been done until after recovery, 
and is then assured that she has lost noth- 
ing since she was already sterile, and put 
stress on the fact that she is not unsexed, 
and as Hulett says, urge her to, as soon as 
possible, to resume her sexual and other 
habits of living. Then, results will not be 
disastrous. She will be free of pain, her 
symptoms from absorption and her infec- 
tion. She will find that she is not unsexed, 
and, if this has been stressed, she will, 
after this discovery, believe what she has 
been told. She will have some hot flashes. 
This will be more pronounced in women 
nearing the menopause than in younger 
women. 

When a patient, after operation, men- 
tions hot flashes, I tell her that these are 
a little annoying, but will pass away after 
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a bit, but if they bother her too much I 
can give her something for them. The 
patient rarely thinks it of enough conse- 
quence to want the medicine. 


If this policy is followed up the only 
patient who will be neurotic will be those 
same people whom we always have to deal 
with, who are fundamentally afflicted 
with some neurosis. We all have these 
cases. I think the tendency in such cases, 
where the woman has been operated, is for 
the doctor, without any study of the pa- 
tient or her history, to blame it on the 
operation. - 


I can remember when I was a boy that 
cigarette smoking was regarded as a very 
terrible thing, and in every boy who smok- 
ed this habit was regarded as the etiologi- 
cal factor in anything which might happen 
to him from T. B. and pernicious aenemia 
to insanity, and the peculiar thing is that 
the medical profession of that day, with- 
out much thought, acquiesced to the views 
of the general public. 


To summarize: Cure the patient if you 
can. Give her plenty of time. Do not oper- 
ate at the first attack. She will probably 
take plenty of time herself. But when 
these cases become frankly surgical and 
the patient finally consents to operation, 
do not be too conservative. As we are not 
prophets and cannot pick out the occas- 
ional case which may regain function we 
have to take the course which gives the 
best percentage of end results and conser- 
vatism, you will find, will give a 
greater percentage of continued ill health 
and cases for further surgery. If the 
patient is allowed to believe what the good 
ladies of her neighborhood tell her the re- 
sults are sure to be disastrous. 

On the other hand, if she is made to be- 
lieve that there will be no such results, 
there will be none. I have followed this 
up in over a hundred cases, and I know it 
to be a fact. 


THE POSTERIOR URETHRA* 


O. R. GREGG, M.D. 
ENID 





The posterior urethra, or I think I should 
call my paper the neglected posterior 
urethra. I believe as a general proposi- 
tion that the general practitioner has very 
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little conception of the anatomy of that 
portion of the urinary canal, that lies be- 
tween the anterior leaf of the triangular 
ligament and the bladder, and to some of 
us urologists the mental picture is rather 
hazy. This very unfamiliarity is the cause 
of much lack of treatment of these im- 
portant structures. If we have no con- 
ception of the norma! condition, how then, 
can we expect to treat the pathological. 
I think that in the physicians’ offices in 
Oklahoma that close to twenty-five per 
cent contain a straight endoscope, but few 
are the posterior tubes. How many 
times does the urologist view the verumon- 
tanum in comparison with the number of 
times he visualizes the trigone. 


The posterior urethra is divided into the 
prostatic and membranous portions. The 
portion that lies within the prostate is 
about an inch in length and is lined with 
transitional epithelial cells, similar to the 
bladder in the beginning, but becomes 
more of the columnar type as the tube 
approaches the apex of the prostate. On 
the floor we find that elevation of mucous 
membrane, the verumontanum on which 
are the openings of the ejaculatory ducts, 
and generally about midway, we see the 
opening of the sinus pocularis. On either 
side of the verumontanum are the prosta- 
tic sinuses, ranging in number from thirty- 
five to sixty. 


The membranous urethra lies between 
the two leaves of the triangular ligament; 
is less than half an inch in length and sur- 
rounded by the compressor urethrae and 
accelerator urinae muscles, both voluntary. 
Cowper’s glands lie beneath the urethra 
on either side, just back of the anterior 
leaf of the triangular ligament. 


Stones of the posterior urethra are quite 
common, probably have their origin in the 
upper urinary tract, and have simply 
found lodgement in the membranous folds 
of the urethra. However, diverticulae, 
and suppurating blind pockets, may be the 
beginning of some calculae. I do not be- 
lieve that strictures are ever the cause of 
the formation of calculae. Often diagnosis 
is made only when the stone pushes into 
the canal, enough to obstruct the flow of 
urine. The metallic feeling against the 
sound, aided by palpation, will diagnose. 
If necessary, use the X-ray. 

Malignancies of the posterior urethra 
are quite rare, confined to the membran- 
ous portion, and are usually not diagnosed 
until the growth obstructs the urinary 
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flow. Then, of course, it is too late to 
obtain the best results.. 


Syphilis. It is highly improbable that 
the spirocheta would propel itself up six 
inches of closed mucousy tube to reach the 
membranous urethra, and form an initial 
lesion. Gummata, however, I feel, are 
much more common than we are led to be- 
lieve by the various writers. The author 
has had two cases in private practice, 
within twelve months. One was a truck 
driver, age 21, about half Indian blood. 
The other was an oil field worker, white, 
age 28. The first case denied initial lesion 
and had a negative Wassermann, until 
after two shots of neo were given. Tho 
latter admitted initial lesion, and had pos- 
itive Wassermann. The symptoms that 
brought both of them to me was the pro- 
fuse hematuria after urination. Both com- 
plained of extreme weakness, which they 
thought was due to loss of blood. One 
had a general adenopthy. Diagnosis was 
made with the McCarthy straight cysto- 
urethrascope, and the solution kept run- 
ning during examination. No pain was 
experienced on urination, and little on in- 
strumentation. One lesion was situated on 
the floor of the membranous urethra and 
practically filled the space. The other was 
in front of the veru, and smaller. Both 
were dark blue, elevated, and had craters 
that were reddish and bled at the least 
touch. Both cases cleared up upon ad- 
ministration of neo. I examined the first 
case on the 7th, the lesion was smaller, and 
on the 15th was gone, leaving whitish 
elevated ridge in its place. The other case 
I examined on the 10th day only, and the 
lesion was practically gone, leaving whit- 
ish area behind. 


I think itis improbable for the bacillus of 
Ducrey, to localize in the anterior ure- 
thra, and believe it impossible for a chan- 
croid to develop in the posterior portion, 
and as far as I know, there are no cases 
reported. 


Gonorrhoea, In acute posterior urethri- 
tis your symptoms and treatment are the 
same as you would use in treating acute 
anterior urethritis. I wish to say at this 
time I have no specific to offer. Does it get 
under your skin to attend a medical meet- 
ing and have some one say, “Doc, how do 
you treat clap?” Urological meetings have 
a lot to say about the lack of standardiza- 
tion in the treatment of gonorrhea. Well, 
what of it? Are we looking for a Houdini 
with a “presto change,” and your G. C.’s 


sf 





are dead? Is pediatrics unscientific be- 
cause a man in St. Louis feeds the babies 
on lactic acid milk while one in Chicago 
gives Mellins’ food and orange juice, or is 
obstetrics non-progressive because a 
teacher in Buffalo does versions, while in 
Los Angeles forceps are used? Have I a 
right to question Young’s results with 
mercurochrome, Cabot’s results with acri- 
flavine, or Walbarst’s experience with the 
silver preparations? No, gentlemen, again 
let me state there is no specific to date. I 
have used acriflavine as an injection, in 
1 to 1000; I like it better in much weaker 
dilutions. I have had splendid results 
with mercurochrome as an injection, and I 
have eborted cases with clozene. Wal- 
barst uses neoreargon, a newer silver glu- 
coside, and says he has splendid results in 
five per cent solution. The principal of in- 
jections, whatever they may be, is to kill 
some organisms and produce an unhealthy 
habitat for the remainder, bearing in mind 
that it don’t take much of a chemical to 
irritate an inflamed urethra. An inflam- 
ed urethra makes an ideal nesting place 
for Neisserian bacteria. 


During the past summer I spent con- 
siderable time in a large venereal clinic, 
and the number of Neisserian positive 
smears on patients with discharges of 
three, four and five years’ standing, was 
amazing. Just why is this condition? 
Gentlemen, I believe the fault is with the 
doctor. Instead of making each case an 
individual study and treating accordingly, 
he is trying to find a kimona-like remedy 
that will cover everything. The sooner the 
doctor is taught to treat pathology, in- 
stead of “clap,” the sooner will these long 
standing discharges cease to be. 


Quite a number of chronic discharges 
are due to strictures in the membranous 
urethra. Just behind them will be found 
masses of granulation tissues that are in- 
fected, bleed easily, and constantly throw 
off enough pus to keep the discharge ac- 
tive. Gentle dilitation will work wonders 
here, and if this is your only point of in- 
fection, the cure is spontaneous. 


Failing to find a reason for a chronic 
discharge in the membranous portion, we 
may pass back to the prostatic urethra and 
take a look with the cysto-urethrascope. 
We see the verumontanum; note the utri- 
cle, and on either side, the ejaculatory 
ducts. Time and time again have I seen 
pus oozing out of the ejaculatory ducts, 
when the remainder of the urethra would 
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be absolutely clean. That being the case 
isn’t it the logical thing to treat the ducts 
and vesicles? I have never had a lot of 
luck in catheterizing the ducts. I think I 
do more harm than good, in traumatizing 
those structures. I resort to the simple 
operation of vasotomy as described by Bel- 
field, and my cures are a hundred per cent 
if there is no infection, other than the ducts 
and vesicles. Personally, I like the mer- 
curochrome and lots of it for my solution, 
but have had satisfaction with silver ni- 
trate and collargol. 


Frequently with the scope you can see 
inflamed mouths of the little prostatic 
sinuses, and if the prostate is the soft, 
spongy type, by doing a gentle massage 
with the instrument in place, you will be 
able to see pus escaping from the minute 
openings. I believe most writers give the 
number of the sinuses as about twenty-five 
to thirty-five. In the past year and a half 
I have examined eight autopsy specimens 
with the following results: two had sixty, 
one had fifty-seven, one had fifty-six, 
two had forty-eight, two had thirty. All 
these specimens, except one, were from 
persons past fifty years of age. As they 
were paupers, it is probable that most 
of them had had syphilis and gonorrhea. 
To get back to our subject: In the large, 
hard type of prostate, the reason for not 
being able to express pus from the sinuses 
is that the mouths become plugged with 
infected material or a fibrosis of the walls, 
caused by inflammatory processes. In this 
condition, diathermy applied through the 
rectum will help materially toward drain- 
age. If there has been a marked fibrosis 
of areas of the prostate, I use sodium 
iodide, 31 grs., every day or every 
other day, and have obtained the best of 
results, An occasional stretching with sound 
or Kollman dilator will aid in these cases, 
if care and judgment be used. Silver ni- 
trate ten per cent applied to inflamed 
areas is indicated and does good work. In 
all these prostate cases an irrigation ap- 
plied directly to the area is the treatment 
par excellence. Formerly I used the syringe 
with catheter attached as described by 
Cabot. Lately, I have been using Wol- 
barst’s method of treatment, through the 
irrigating system of the cysto-urethra- 
scope, and get a lot more fun and do better 
work when I am able to see just where my 
solution is going. 

Lowsley and Kirwin state that cysts of 


the urethra, except in tuberculosis, are ex- 
ceedingly rare. I agree as far as the an- 











terior urethra is concerned, but in the 
posterior urethra they are either in error 
or I am seeing too much T. B. Frequently, 
I see cysts on the roof of the urethra, just 
back of the neck of the bladder, in old post 
gonorrheal subjects, and several times I 
have observed them on the roof over the 
verumontanum. They are more prevalent 
at the bladder neck and generally decrease 
in number toward the veru. Most of them 
are small and somewhat resemble the glist- 
ening dew drops of cystitis cystica, but 
have had three cases that the cysts ob- 
structed the flow of urine. These were not 
polyps but were true cysts filled with fluid. 
The past year I examined one post mortem 
specimen that had a cyst on the floor of 
the urethra, and was the size of a small 
pea, contained clear fluid and a small cal- 
careous granule. My cases have all had a 
history of gonorrhoea, as well as had the 
autopsy specimen. There were no cysts 
present in the bladder. Lazarus states he 
finds them in non-specific cases as well as 
specific. I have not observed enough 
patients with a negative history for gonor- 
rhoea to be able to dispute his claim. My 
treatment has been vigorous massage with 
the Kollman or a large sound in place. 
Failing to obliterate in this manner, | 
puncture and follow with silver nitrate. 


In old post gonorrheal urethras that 
have had a discharge for several years we 
frequently find wart-like growths of gran- 
ulation tissue. These bleed easily, and are 
very friable. Are the results of old gonor- 
rheal ulcers. I think these are frequently 
mistaken for papillomata. I have never 
observed a true papillomata in the prosta- 
tic urethra. Treatment is rough massage 
over Kollman dilator or sound followed by 
silver nitrate. 


There are certain chronic cases of dis- 
charge due mainly to lack of resistance on 
the part of the individual. It is here that 
a foreign protein injected a few times 
gives splendid results. Milk seems to be 
the most popular. I like Aolin. Have had 
some good reactions and some splendid re- 
sults. The reports of Potter and Redewell 
on their milk-mercurochrome-glucose in- 
jection is flattering. I have used it in four 
hospital cases only, but the results have 
been good. As far as the urethritis is con- 
cerned, vaccines, both commercial and au- 
togenous, have been disappointments. 


In closing, let me call your attention to 
the importance of focal infections. Every 
layman is now educated to the place that 
if he has rheumatism he -immediately 
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thinks about his teeth, and tonsils, but how 
few urologists will consider that these 
same infected teeth and tonsils prevent 
urethral discharges from clearing up. Let 
me give you a tip. Try clearing up the 
sinuses, teeth and tonsils on some old 
chronic G. C. that has been the rounds. 
Gentlemen, there will be some agreeable 
surprises. 
CONCLUSIONS 


1. With the use of the modern cysto-ure- 
thrascope both diagnosis and treatment of 
urethritis can be greatly improved. 

2. That when we treat more pathology 
and less gonorrhea our results will be 
more satisfactory. 

3. Cysts in the posterior urethra are 
common and are not, as a rule, T. B., but 
the result of chronic gonorrhea. 


4. The use of foreign protein and the 
removal of focal infection will cure some 
discouraging urethritis. 
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Discussion: ELLIS Moore, M.D. 


I think it is remarkable how profound 
an influence comparatively insignificant 
lesions in the posterior portion of the 
urethra may have upon the entire organ- 
ism of man. But when we consider that 
most of the nerve endings of the sexual 
centers, as well as those of urination, are 
located in this region, and remember that 
the activity of no other centers have a 
more wide spread effect, we can under- 
stand why anything interfering with their 
normal function must necessarily give rise 
to more or less general disturbances. 

Consequently the most prominent symp- 


toms due to such lesions are often vague, 
and in no way indicating the area involved. 





For example, nervousness, insomnia, indi- 
gestion, headache and neurasthenia are 
often caused by certain inflammatory pro- 
cesses in the posterior urethra. 


It is quite common for pain of a dull 
aching character in the lumbar, sacral 
suprapubic or perineal region, radiating 
downward along the thighs or to the testi- 
cles to be traced to pathology in the pros- 
tate and verumontanum. 


Other sexual symptoms may predomi- 
nate when there is blood stained seminal 
fluid, dull aching in testicles and perin- 
eum following intercourse or ungratified 
sexual desire. Premature or hair-trigger 
ejaculation, diminution or complete loss of 
feeling during ejaculation together with a 
partial or complete impotency are often 
attributed to posterior urethral inflamma- 
tion. 


There are many other cases of prostati- 
tis of low grade intensity which are due to 
non-specific conditions. The high strung 
individual, the neurasthenic and the pre- 
viously healthy young man who has fre- 
quent and prolonged petting parties form 
no small per cent of the cases complaining 
of urethral discharge, backaches, stone 
aches, etc. These latter cases are amenable 
to treatment but the neurasthenic types 
certainly tax our ingenuity to the utmost. 


The detection and diagnosis of such 
pathology can be done only by inspection of 
these parts after a good history of the case 
has been made. Gentleness is my plea 
during the examination. Any water dilat- 
ing urethrascope is good to use in such 
cases, I prefer the McCartly Foroblique 
as I get a more perfect view of the urethra. 
Also many operative procedures can be 
carried out under vision. 


The gross pathological findings in the 
posterior urethra consist in congestion 
mainly ; there may be seen dark red globu- 
lar patches or areas resembling a red and 
white flower carpet. From these areas 
may spring papillomata, fibrous, villous 
or glandular. These growths may be re- 
moved by the ronguer forceps, chemical or 
electrical cautery. The most common prac- 
tice is by electric fulguration. This method 
destroys the tissue for a pathological sec- 
tion, however. 


Bugbee has called attention to congeni- 
tal hypertrophy of the veru, citing a case 
of his own and reporting seven cases found 
at autopsy in which obstruction at the ves- 
ical neck with hydronephrosis and hydro- 
ureter that had been caused by a hyper- 
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trophic veru. This congenital defect is 
something new to some of us but we all 
know we have seen symptoms typical of 
prostatic hypertrophy where the prostate 
was negative but the veru or intra ure- 
thral obstruction was to blame. One other 
point I’d like to mention is that most of 
us regard the veru as an indicator or 
mirror of the seminal vesicles. Here is 
where I think we make a mistake. It has 
been my experience that the pathology 
might lie higher up in the bladder, pros- 
tate itself, ureters or even in the kidney. 
These organs must be treated before the 
patient can be cured. 


Treatment. The treatment of most of 
these cases has been well given. Treat the 
pathology because we must rely upon a 
healthy membrane or tissue for a cure. 
This depends upon the pathology of the en- 
tire urinary tract. And it is well to con- 
sider the general condition and behavior of 
the patient. Attention should be given to 
the diet, habits, sexual hygiene, all of 
which go to build up or tear down the 
constitution. If the kidneys or bladder 
are involved certain appropriate measures 
are taken, while all cases are given local 
attention to the prostate and seminal vesi- 
cles. If the veru is swollen, congested and 
bleeding, topical applications or silver ni- 
trate 20 per cent gives good results. 
Massage of the prostate and seminal vesi- 
cle followed with a cold sound and bladder 
irrigation 1:10,000, Ag. No. 3 alternated 
with potassium permanganate 1:5,000 or 
deep instillations of the mild silver com- 
pounds is considered by some as a standard 
treatment. Hot irrigation and hot sitz 
baths are relieving to the more acute type. 
Alkaline diureties, the balsamics and anti- 
pyretics are used internally. Of course 
there are many cases of localized posterior 
inflammation that will not yield totheabove 
treatment even though we persist in it. 
For such cases I do not hesitate to use the 
electric cautery. This may be repeated in 
ten days. Meanwhile it is advisable to 
proceed with the above palliative measures. 


THE PENILE SORES* 


GEORGE L. BORECKY. B. Sc., M.D. 
OKLAHOMA CITY 











The subject of penile sores covers a 
large field and at this time we will only 
attempt to discuss the two principal ones, 





*Read before the Section on Urology and Syphil- 
ology, Annual Meeting, Oklahoma State Medical 
Association, Tulsa, May, 1928. 





namely, the chancre and chancroid, also 
spoken of as the hard chancre and soft 
chancre or venereal sore respectively by 
the layman. 


According to the statistics of the Vener- 
eal Disease Bureau of the Oklahoma State 
Health Department, only about 59 per 
cent of the physicians evidently are recog- 
nizing these lesions; as 41 per cent of the 
physicians are not reporting them. Dur- 
ing 1927 there were only 2,063 chancres, 
and only 32 chancroids reported from this 
state. 


Of the penile sores 75 per cent of them 
are syphilitic, and all syphilitic sores are 
by no means typical chancres, varying as 
they may from an abrasion easily over- 
looked to an indurated sore. A chancre 
may vary in size from a pin point to that 
of a dime or larger. In primary syphilis 
we have the initial lesion or chancre, and 
it usually makes its appearance on an aver- 
age of about 25 days after the person has 
been exposed to an infection, although this 
period may be much prolonged and in some 
cases may occur earlier. The chancre may 
be hidden from view by a swollen fore- 
skin which can not be retracted or it may 
be located within the urethra or on the 
neck of the uterus. 


Approximately 18 per cent of genital 
chancres are multiple, and this fact should 
put one on guard in believing penile sores 
to be nonsyphilitic because they are mul- 
tiple. Multiple infections may occur at the 
same time if there are several abrasions 
on the genitals, and cases have occurred 
where the erosions caused by the itch par- 
asites have become infected at the same ex- 


posure. 


Chancres may be located extragenitally, 
especially on the lip, neck, tongue, tonsil 
and fingers. Wherever a one sided pain- 
less enlargement of lymph glands occurs, 
as in the cervical, axilla or epitrochlear, it 
is advisable to look on the lymph shed of 
the affected area for the lesion through 
which the infection entered. Fournier es- 
timates 8 to 9 per cent of all chancres to be 
extragenital. Other authorities estimate 
5 to 6 per cent. 


The early detection of a chancre in order 
to give adequate treatment promptly, is 
one of the most important control meas- 
ures; and the time to make the early de- 
tection is in the primary or initial stage, 
long before the general eruption on the 
skin or mucous membrane of the mouth ap- 
pears. Dark field examinations of mater- 
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ial taken from the lesion or by puncture 
of the enlarged neighboring lymph glands 
and repeated Wassermann blood examina- 
tions taken subsequent to the 17 to 21 days 
after appearance of the lesion are meas- 
ures which have been found to be very use- 
ful in the early diagnosis. Every penile 
sore should be regarded as syphilis, pro- 
visionally, until proven otherwise by care- 


ful examination. 


The chancre is the first recognizable 
syphilitic lesion. It begins at the point of 
contact or inoculation. The blood reaction 
after a rather prolonged but indefinite 
period of incubation begins a macule 
which develops into a papule. This papule 
grows to a size dependent upon the viru- 
lence of the organism, resistance of the 
tissues, the site and mode of inoculation, 
degree of secondary infection and intensity 
of the local reaction. The size of the 
chancre may vary from a millet seed to an 
ulcerating tumor mass 10 cm. in diameter 
or a plaque involving the entire anterior 
aspect of the scrotum. Then a local edema 
followed by lymphocytic infiltration gives 
the papule an unusual shottiness and in- 
duration. There are plasma cells in the 
infiltration and some fibroblastic prolifer- 


ation. The peripheral obliterative endar- 
teritis results in a superficial necrosis and 
epidermal surface is destroyed, and at 
times may give rise to a definite slough. 
Usually, however, an uncomplicated chan- 
cre is an eroded rather than an ulcerative 


lesion. In typical lesions this erosion 
yields a serous exudate which on exposed 
surfaces forms a thin, grayish-yellow, 
slightly hemorrhagic crust. The base of 
the erosion or ulcer is smooth. The border 
is usually regular and smooth, not raised, 
rolled, scalloped or pearled. A distinct 
hemorrhagic or dark red line can often be 
seen around the margin of the erosion. The 
lesion is usually painless, but this decep- 
tive characteristic cannot be trusted at all 
times. As the infection spreads locally 
from the site of reaction, various impor- 
tant phenomena, as local lymphadenitis and 
sometimes lymphangitis appear. With pro- 
gress of the local reaction, healing and 
fibrosis slowly sets in. The epidermis 
rapidly regenerates over the erosion and a 
healed plaque remains. The lymphocytic 
infiltration which gives the plaque its in- 
duration, subsides much more slowly than 
the healing of the erosion and may remain 
for some time to mark the site of the active 
lesion. Spirochetes are present in the 
deeper portions of this infiltration and 





neighboring vessels, representing the rem- 
nants of the organism destroyed by tissue 
reaction. The induration finally subsides 
leaving no trace of the chancre, or there 
may remain at most only the most superfi- 
cial and minute scar. An impression that 
a conspicuous scar means a previous 
chancre is a widespread error. The un- 
complicated chancre seldom leaves a defi- 
nitely recognizable scar in tissues which 
are naturally lax and flaccid. 

Physical characteristics of the chancre 
are as folows: 

1. The chancre tends to be single rather 
than multiple although frequently it is 
multiple. 

2. It has a relatively long incubation 
period, 12 to 40 days. 

3. The lesion, if uncomplicated, tends to 
be relatively painless, chancre of the fin- 
ger may be an exception. 

4. There is induration of the base of the 
lesion. 

5. Erosion of the surface is usual rather 
than ulceration. 

6. The border tends to be sharply de- 
fined, with a fine hemorrhagic line at the 
periphery, and is not undermined, ragged, 
or necrotic in uncomplicated cases. 

7. The base tends to be clean, with a 
faint grayish pellicle, or a raw muscle 
color. 

8. The exudate is serous rather than 
purulent. 

9. The chancre tends to be indolent and 
to run a slow course, 3 to 8 weeks. 

10. A painless, non-inflammatory, dis- 
crete enlargement of the adjacent lymph 
nodes, usually bilateral, develops after the 
first appearance of the lesion, and in about 
70 per cent of the cases. 

11. An exception to the bilateral charac- 
ter of the satellite adenopathy is the extra- 
genital primary lesion in which the adeno- 
pathy is usually unilateral. 

12. On healing, a thin atrophic, often 
practically invisible scar, remains. 


In diagnosing a chancre the outstanding 
features are long incubation, indolence, 
slow course, and satellite adenopathy. 


The chancroid differs from the syphilitic 
chancre in its irregular outline, its rugged’ 
surface, by suppuration and yellowish ex- 
udate covering the lesions. Especially is 
noted the undermined edges, which are 
sharp and marked by a fine edge of yellow 
color, composed of necrotic tissue. The 
base of the chancroid is sometimes indu- 
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rated, but never as extensively as the 
chancre. It is usually multiple, due to its 
auto-inoculability, although it frequently is 
single. The~glandular enlargement may 
be very extensive and then may suppurate, 
or there may be practically no glandular 
involvement. Pain is more pronounced 
than in the chancre, although at times 
there may be none. In lesser degrees of 
involvement, the glands are painful only 
on motion. More extensive involvements 
with periadenitis, the glands become mat- 
ted together into a tender mass adherent 
to the skin and inflamed. Usually the 
glands are painless with no peri-glandular 
exudate and the skin is always movable 
over the mass. Under the microscope we 
find the bacillus of Ducrey in the exudate. 
The chancroid usually appears under 10 
days and frequently in 1, 2 or 3 days, fol- 
lowing exposure. However, a syphilitic in- 
fection may occur in the same lesion and 
we should also examine the lesion for tre- 
ponema pallidum. The chancroid is not as 
indolent and heals faster with local treat- 
ment, but is capable of destroying much 
tissue locally if neglected. Here we should 
also run the blood Wassermann, as well as 
dark fields, to aid in the diagnosis. 





ELUSIVE ULCER OF THE BLADDER* 


JOHN Z. MRAZ, M.D. 
OKLAHOMA CITY 


In 1913, Hunner described a condition 
of the bladder which he called elusive ulcer. 


Many years before him, Nitze and Hugh 
H. Young, and no doubt, other keen observ- 
ers had noted this peculiar type of bladder 
pathology ; but it remained for Hunner to 
regard it as a separate disease entity, to 
place it before the profession and devote 
to it the serious study from an etiologic, 
pathologic and therapeutic standpoint, that 
its importance deserves. 


Other terms have been suggested such 
as submucous ulcer by Neisser and Bum- 
pus’ of the Mayo Clinic and panmural cir- 
cumscribed ulcerative cystitis by F. E. 
Keene’ of Philadelphia. While these terms 
.have much to recommend them because of 
their descriptive value, the condition will 
probably always be known as the elusive 
ulcer of Hunner which, ,to my notion, is 
fitting and proper. 





*Read before the Section on Urology and Syphil- 
ology, Annual Meeting, Oklahoma State Medical 
Association, Tulsa, May, 1928. 





Etiology—Hunner’ concluded that dis- 
tant focal infection was the most likely 
etiological factor. Certain findings and 
certain developments would seem to lend 
strength to this view. When seen before 
secondary infection has taken place the 
urine is usually crystal clear and the mi- 
croscopic findings either entirely negative 
or showing only an occasional erythrocyte 
or pus cell. Such would hardly be the find- 
ings were the condition dependent for its 
source upon some infection within the 
urinary tract such as a chronic pyelitis, 
when we would expect pus cells to be 
rather consistently present. 


Hinman succeeded in reproducing the 
lesion in dogs after the intravenous injec- 
tion of a streptococcus, obtained directly 
from an excised human ulcer while Ros- 
enow had a similar result by using an or- 
ganism cultured from an apical abscess 
in a patient with elusive ulcer. In 1921 
Meisser and Bumpus reported an interest- 
ing series of experiments. They injected 
animals with organisms obtained from 
teeth or tonsils of elusive ulcer pa- 
tients ; of 33 animals injected, all but a few 
developed lesions in the urinary tract and 
most of these only in the bladder. They 
contrast these results with those obtained 
in another series of experiments when only 
10 animals out of 239 developed lesions in 
the urinary tract when injected with strep- 
tococci obtained from the tonsils and teeth 
of patients having other than urinary in- 
fections. 


These investigators offer the suggestion 
that a blood-borne infection may have a 
superficial bladder localization when a 
generalized cystitis will be the result or the 
process may in some cases be more strictly 
localized with the formation of a solitary 
ulcer and lastly that the deeper layers of 
the bladder wall may be the principal seat 
of involvement with elusive or submucous 
uleer as the resultant lesion. 


Such experimental results as these by 
competent men would appear to be highly 
confirmatory of Hunner’s focal infection 
theory. The one valid objection to this 
theory is to be found in the fact that a 
very large majority of cases of elusive 
ulcer reported have been in women where- 
as focal infections should be of practically 
equal frequency in the two sexes. In 1926 
Kretschmer* reported forty-four cases, 
forty being in women and only four in 
men. This objection may be more apparent 
than real and time may show a larger male 
incidence. 
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Pathology — The pathological findings 
are those of a chronic inflammation of all 
the coats of the bladder with a marked ten- 
dency to fibrosis in the submucous layer. 


The involvement is usually more marked 
in the deeper layers of the bladder wall 
than in the mucosa. This is another point, 
as mentioned by Meisser and Bumpus, 
which suggests that the source of the in- 
fection must be looked for outside the uri- 
nary tract. A thickening of the bladder 
wall is present in all but recent cases. 


Symptoms—Unlike many other diseases 
of the urinary tract, the symptoms of elu- 
sive ulcer always attracts attention to the 
seat of the trouble. Pains in the region of 
the bladder has been a feature of each of 
the six cases I have had the opportunity to 
observe as well as in all the cases reported 
in the literature that have come to my 
attention. Frequency and burning are also 
practically constant symptoms and were 
present in all my cases. 


It is probable that early in the disease 
frequent burning urination is the only 
complaint and precedes the pain some 
times by several months or years. Such 
was the history given by one of my pa- 
tients. Three of the six cases seen by me 
stated that symptoms were worse just 
prior to or during menstruation. 


Numerous reflex nervous symptoms are 
frequently present. As the disease pro- 
gresses all symptoms increase in severity 
until in advanced cases the suffering of 
these patients is extreme. A constant de- 
sire to urinate almost as marked at night 
as during the day with only a few minutes 
partial relief after voiding the constant 
bladder pain, with the consequent loss of 
sleep, makes of these sufferers pitiable 
physical and nervous wrecks. 


_ Many of the cases give a history of hav- 
ing had one or more operations (usually 
pelvic) without relief of the bladder symp- 
toms. Such was the observations in four 
of the six of my small series. This has 
been the observation of other men and 
Hunner states that a history of previous 
operations without relief in a patient with 
long standing bladder symptoms and neg- 
ative urinary findings is practically path- 
ognomonic of elusive ulcer. 


In three of my cases the patient volun- 
teered the information that the bladder 
pain was accentuated during bowel move- 
ments. In some the bladder pain is con- 
start, while in others it is intermittent in 





character. In one of my patients there 
were intervals of freedom from bladder 
pain of weeks or even months duration. 
Even during these intervals, however, the 
urinary frequency persisted. 


Palpation over the bladder will often 
elicit tenderness and this point of tender- 
ness will be found to correspond in location 
exactly with that of the ulcer as seen 
through the cystoscope. Urinalysis is en- 
tirely negative, or may show a few red 
blood cells and leucocytes, or, if secondary 
infection has taken place, many pus cells 
and a variety of organisms may be found. 


Cystoscopic Findings—The bladder will 
be found slightly or extremely resistant to 
distension according as the lesion is early 
or advanced. When secondary infection 
has supervened the usual picture of a gen- 
eralized cystitis will be encountered, but 
the usual thing that first strikes the cys- 
toscopist is the paucity of bladder findings 
which are out of all proportion to the 
gravity of the symptoms. 


The bladder may appear entirely nega- 
tive, or at most only a small pale glazed 
area may be seen surrounded by a zone of 
slight hyperemia. There may be no sign 
of an ulcer or only a small lesion having 
the appearance of a punctate hemorrhagic 
extravasation may be seen in the glazed 
area. 


The examiner should settle down to a 
most careful scrutiny of the bladder even 
though nitrous oxide or caudel anesthesia 
is necessary to accomplish it. The entire 
bladder should be searched but particular 
attention should be centered on the anter- 
ior wall which is the most common seat of 
the trouble. 


If ulcers are present they are usually 
linear in type and may be single or multi- 
ple. The lesions change from time to time 
and an ulcer seen upon one occasion may 
be entirely healed a few days later. It was 
such features as these no doubt that 
caused Hunner to select the term elusive 
ulcer. 


Young of Baltimore suggests that these 
ulcers orignate as cracks in the mucosa re- 
sulting from distension and explains the 
tendency to crack by recalling the fibrosis 
and consequent inelasticity of the submuc- 
ous layer. 

Diagnosis—The diagnostic points have 
been discussed under the headings of symp- 
toms and cystoscopic findings and will not 
be repeated here. 1 wish, however, to stress 
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a few features. We should not expect to 
find all the classical symptoms in every 
case. The early case may complain only 
of frequency and some burning. Nearly 
all of these patients give a history of hav- 
ing been treated, often by competent men, 
with the usual remedies employed in cys- 
titis with only temporary or no relief at 
all. By bearing this condition in mind, 
we can sometimes find these lesions in 
their early stages and by proper treatment 
save the patient much suffering. 


We should avoid superficial examina- 
tions. These lesions are not always easy 
to locate. The truth of this was impressed 
on me at a recent medical meeting when 
I heard a man of long experience and 
national reputation admit that he had 
never yet been able to identify one of these 
ulcers. 


Dr. Hugh H. Young suggests that, as 
the ulcers are cracks produced by disten- 
sion, this fact be taken advantage of by 
overdistending the bladder at the time of 
examination to make them stand out. 


I wish to speak a word of warning in 
this connection against too much over dis- 
tension. In one case that was being cysto- 
scoped under nitrous oxide anesthesia only 


moderate distension produced such free 
bleeding that the examination had to be 
postponed. 


A very important aid in diagnosis is the 
pain produced when one of these lesions 
is touched with the tip of a ureter catheter. 
The patient will usually volunteer the in- 
formation that you have reproduced the 
pain and the location will correspond to 
the point of tenderness as found by pal- 
pation over the supra-pubic region. Fre- 
quently a little blood will be seen trickling 
down from one of these areas after it has 
been touched. ~ 


Treatment—After employing the meth- 
ods used in the treatment of the various 
ulcerative bladder lesions without results 
or with only temporary improvement, 
Hunner resorted to excision of the ulcer 
bearing area. This then became the ac- 
cepted form of treatment until it was 
found that a fair percentage of these 
lesions recurred even after so radical a 
treatment. Another reason for the aban- 
donment of open excision was the advent 
of fulguration. This has been so success- 
ful in the hands of most men that it seems 
now to be the treatment of choice. 


Of the six cases treated by me in the 
Oklahoma City Clinic, one was treated by 





excision eight years ago with permanent 
relief. The other five were fulgurated 
with very satisfactory results. Only one 
has had a recurrence and has again been 
relieved by the same treatment. One pa- 
tient is still under treatment and is en- 
tirely free of symptoms. 


Other treatments have been used such as 
progressive distension of the bladder, ap- 
plications of silver nitrate in varying 
strength and various irrigations but these 
are usually quite inadequate. I am quite 
enthusiastic about fulguration and it has 
replaced all other treatments as far as I 
am concerned. One extremely important 
factor in treatment should not be over- 
looked. Although focal infections have not 
been proven to be the main causative fac- 
tor in this condition, the probability of this 
is strong and a careful search should be 
made and all foci should receive appropri- 
ate attention when found. 


Only two case reports will be added, one 
representing an advanced condition and 
the other a fairly early one. 


Miss L. S., age 23, reported for treat- 
ment in 1920. Family history is negative 
except that a twin sister died of pulmonary 
tuberculosis one year ago. 


Personal History—Patient had some 
pelvic operation performed eight years ago 
for the relief of painful profuse menstru- 
ation and frequent urination. The men- 
strual disorder was relieved but the blad- 
der symptoms persisted, grew progress- 
ively more severe and later developed pain 
in bladder region which was present most 
of the time and was worse at menstrual 
times and also during defecation. 


Frequency and dysuria both diurnal and 
nocturnal but worse when on feet. Treated 
by a local physician and also in Chicago by 
various remedies with only temporary re- 
lief. States that silver nitrate irrigations 
greatly exaggerated the pain. Has lost 20 
pounds in weight. 


Physical Examination—Essentially neg- 
ative except for moderate tenderness to 
pressure over supra-pubic region. 


Cystoscopy—Bladder capacity 100 c.c. 
which distension causes considerable dis- 
tress. A small irregular ulcer is seen on 
anterior wall of bladder surrounded by a 
glazed area and this in turn by a zone of 
hyperemia. Ureter catheterized. P.S.P. 
tests normal. Segregated and mixed urines 
—* Urine negative for tubercle 
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Operation—June 8, 1928. Excision of 
ulcer area by extra-peritoneal route. Re- 
tention catheter in bladder. Catheter re- 
moved in eight days. 


July 2, 1928. Extraction of first upper 
right bicuspid tooth, which was found to 
be abscessed. 


Patient was apparently entirely relieved 
of bladder pain, but developed an alkaline 
cystitis which proved very resistant and 
was finally cured by injection of cultures 
of lactic acid bacilli. 


In reply to questionnaire received April 
25, 1928, states she is permanently relieved 
and has gained 26 pounds in weight. 


Mrs. J. M. D., age 57. Family history 
negative, except that one sister died years 
ago of tuberculosis. 


Personal History — Usual diseases of 
childhood. Tonsillitis 20 years ago. Has 
had some arthritic pains in hands and feet. 
Mild seasonal hay fever. Eight years ago 
pan hysterectomy for cancer of the uterus, 
no recurrence. Menstrual life normal ex- 
cept for year preceeding hysterectomy 
when there was menorrhagia and metro- 
rrhagia. Patient is the mother of two liv- 
ing and healthy children. Labors normal. 


Present Trouble—About two years ago 
began having pain in bladder region of a 
heavy aching character. Feels as though 
something were trying to pass. Prior to 
this had some urinary frequency which has 
persisted in varying degrees of severity. 
At present averages 4 or 5 times at night 
and about as frequent during the day. Pain 
comes on suddenly more or less independ- 
ently of urinary act but thinks it is par- 
tially relieved temporarily by voiding. Was 
free from pain for a period of 5 months in 
1927, but frequency continued. No hema- 
turia, no weight loss. 

Physical Examination—Essentially neg- 
ative except for definitely infected tonsils, 
two devitalized teeth and tenderness 
a little to right of median line in supra- 
pubic region. 

Cystoscopic Notes — Bladder capacity 
250 c.c. to moderate discomfort. A slight 
generalized reddening is seen and on an- 
terior wall a little to the right of median 
line is seen a hyperemic zone about 2 cm. 
in diameter in the center of which is a 
minute hemorrhagic spot. When touched 
with the tip of the catheter slight bleeding 
is produced and patient complains of a 
pain similar in character and location to 
the pain with which she has been suffer- 
ing. 











Mixed urine, 10-12 pus cells per H.P.F. 
Segregated urines negative. 


Operation—Tonsillectomy by Dr. J. C. 
MacDonald. Two abscessed teeth extract- 
ed. First fulguration completely relieved 
the symptoms and there has been no re- 
turn in three months. 


In conclusion I wish to remind you that 
elusive ulcer is one thing we should think 
of in connection with any case presenting 
bladder symptoms whether all the typical 
symptoms are present or not. We also 
should remember that an elusive ulcer may 
be present as a complication of other urin- 
ary pathology such as chronic or acute 
cystitis, pyelitis and tuberculosis of the 
urinary tract. 


By being on the watch for these elusive 
lesions we will occasionally find them alone 
orasacomplication of other conditions and 
by the application of fulguration practi- 
cally assure the patient relief from a very 
distressing disease. 
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LEUKOPLAKIA OF THE TRIGONE* 


HUBERT W. CALLAHAN, M.D. 
TULSA 


This paper has in view the destruction 
of the lymphatic vessels with the forma- 
tion of scar tissue and its pathological 
significance. Due to the meager literature 
on the subject, I feel there is plenty of 
room for further observation, and re- 
search work, in the study of this urological 
syndrome. 


The lymphatics of the trigone are form- 
ed by two very rich plexuses; one in the 
muscular; the other in the submucous 
membrane. These lymphatics also accom- 
pany the blood vessels, which are most 
abundant in the trigone, and are very 
= uname at this point in the bladder 
wall. 


Case: Mrs. M. G., age 34, was referred 


to me several years ago, her chief com- 
plaint was frequency, marked tenesmus, 





*Read before the Section on Urology and Syphil- 
ology, Annual Meeting, Oklahoma State Medical 
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and burning at the end of urination. Phy- 
sical examination was generally negative, 
except she was very neurotic. Cystoscopic 
examination was negative, except on close 
observation there was a decided redness of 
the mucous membrane with white petechial 
spots scattered over the trigone. This 
patient was treated with fulguration, sil- 
ver nitrate applications and dilatation of 
the urethra, with no results. She later 
was operated for some abdominal! condi- 
tion and died, but was never benefitted of 
the symptoms from which she first com- 
plained. 


Mr. E. L. B., age 35, acute gonorrheal 
infection, responded to the usual silver 
nucleate treatment in two months. After 
an interval of several months he returned 
complaining of frequency, burning at the 
end of urination and at times tenesmus. 
Endoscopic examination revealed a granu- 
lar area just anterior to the verumonta- 
num, which was cauterized with a 25 per 
cent silver nitrate solution. After severe 
chills and fever, lasting for twelve hours, 
he seemed better. (Undoubtedly this chiil 
was a bacteremia and absorption of infec- 
tious material from his posterior urethra). 
Cystoscopic examination two weeks later 


showed small white petechial areas of scar 
tissue, in the trigone. 


Mr. A. L. W. had gonorrhea one year 
ago and was discharged by his physician 
in two months as cured. In the course of 
complete physical examination by his phy- 
sician he was referred to me for urological 
examination. He complained of burning at 
end of urination and was very neurotic. 
Cystoscopic examination showed the tri- 
gone very red and hyperemic with small 
areas of scar tissue formation. Otherwise, 
the examination was negative. There were 
ten to fifteen pus cells to the field from the 
prostatic secretion. 


I could recite innumerable cases which 
do not differ materially, from the above 
selected three cases, in their clinical his- 
tory or cystoscopic findings. 


Whilein Viennalastsummer, in the Pro- 
fessor Blum Clinic, as an understudy of 
Dozent T. Hryntschak, also Dozent Oswald 
Schwartz, I had the opportunity to observe 
and study a great number of clinical cases 
which came to the hospital for treatment. 
Both of these doctors agreed that the white 
spots observed in the trigone are caused 
by the destruction of the lymphatics, with 
accompanying round cell proliferation in 
this area. This causes a decided patho- 





logical change in the trigone which is not 
amenable to any form of treatment, if far 
progressed. The pathological changes oc- 
cur in the trigone which take place in the 
urethra in the condition of furuncle of the 
urethra. There we find, after a long time, 
with infectious irritation in the skeen 
ducts, or the glands of the urethra, that 
there is great proliferation of connective 
tissue. 


The same occurs in the trigone only to 
lesser degree. It is this destruction of nor- 
mal tissue in the trigone which causes the 
symptoms of frequency, tenesmus, and 
burning sensation at the end of urination. 
I have never observed bladder leukoplakia 
outside of the trigone, and doubt very 
much any such pathological formation in 
the kidney, outside of the pathology which 
we find in chronic nephritis. 


In the urological department of the al- 
gemeinde policlinic, a urethral suppository 
of gm. 1 silver nitrate, 4 gm. balsam of 
peru, and oletheobromate to 100 gms. are 
moulded out and applied daily into the ure- 
thra. Curettements of the trigone is used 
and they claim quite brilliant results. 


I think many diagnosis of leukoplakia of 
the bladder which respond so satisfactor- 
ily to antisyphilitic treatment must be a 
form of bladder syphilis, that we know 
very little about. 


CONCLUSION : 


Leukoplakia of the trigone is caused by 
bacterial irritation in the urethra, carried 
over an indefinite period of time. 


The pathological changes are easily rec- 
ognized in the trigone by observing the 
small areas scattered throughout the mem- 
brane. 


The connective tissue proliferation is the 
result of the destruction of lymphatic ves- 
sels. 


Early treatment for the elimination of 
any sort of infection in the urethra is the 
best prophylactic. When once the lympha- 
tic vessels are destroyed no means of treat- 
ment affords any change in the tissue. 


There is no medical treatment at the 
present time which has any influence to 
remove the destruction already taken 
place, or affords a relief to the patient 
from his symptoms syndrome. 
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UROLOGIC PROBLEMS* 


S. DEPORTE, M.D. 
OKLAHOMA CITY 


Unquestionably, the most valuable and 
reliable single method of determining kid- 
ney function isby the employment of the P. 
S.P. test. But one not infrequently encount- 
ers frank complaint by the internist and 
general practitioner that this test is un- 
reliable and misleading. The error has 
been usually due to inaccurate collections of 
the urine to be tested for the dye content. 
If the output of the dye is much below nor- 
mal, it should be checked by the data of the 
nonprotein nitrogen content of the blood 
and sometime creatinin. If the appearance 
time and percentage of the P. S. P. test is 
normal then there is no increase in the 
total nonprotein nitrogen in the blood. 


Phenolsulphonephthlein was discovered 
by Remsen, but Roundtree and Geraghty 
were the first to use it as a kidney func- 
tion test in 1910. In Germany and Aus- 
tria, the indigo-carmin test is usually 
used, but this dye is very difficult to esti- 
mate by Calorimeter. 


Ockerblad’ recommends the injection, in- 
travenously of 0.25 grms. of creatinine 
with 1 ¢.c. of phenolsulphonephthlein, he 
determines the excretion of both and com- 
pares their relative values. During the 
first ten minutes after injection, the urine 
contains at least three times the normal 
secretion of creatinin. He states that it 
has all the qualifications of the P. S. P. 
test, but believes it more sensitive. 


If a reliable laboratory report shows a 
normal P. S. P. output it may be taken as 
one of the most nearly infallible tests of 
any with which the practitioner deals. If 
markedly below normal the test should be 
repeated to eliminate error due to faulty 
collection or sometime a diminished secre- 
tion due to inhibition from pain. 


The normal output should be about 40 
per cent excreted during the first quarter 
hour, 17 per cent excreted during the 
second quarter hour, 8 per cent excreted 
during the third quarter hour, and about 
4 per cent during the fourth quarter hour. 


If 40 to 65 per cent is excreted during 
the first one-half hour following the appear- 
ance time after intravenous injection, one 
may dispense with further consideration 
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of total function. If the dye output by 
voiding methods is below normal, it should 
always be repeated with a catheter before 
final judgment is passed, unless it is check- 
ed by reliable blood chemistry findings. 


Kearns’ gives a very interesting resume 
of kidney function tests. He states that 
the capacity of the kidney for work is bet- 
ter measured than that of any other in- 
voluntary organ of the body inasmuch as 
the urine is easily manipulated as an in- 
dicator of the kidney function. 


Hematuria and Pyuria. Hematuria 
means inflammation or some organic dis- 
ease somewhere in the urogenital tract. 
Efforts should be made to determine the 
exact source or sources of the blood or pus, 
and the pathology causing the trouble. 
Examination for the source of hematuria 
should be made immediately, for if we wait 
until the bleeding ceases, it is almost im- 
posible to determine the cause until an- 
other attack ensues. Cysto-urethroscopic 
examination should never be omitted for 
the cause or source of the blood, any other 
method is largely guess work. The one ex- 
ception is when the blood is caused by 
acute gonorrheal prostatitis or posterior 
urethritis. 


The examination for hematuria may be 
very simple, or it may demand ureteral 
catheterization and complete kidney func- 
tion tests and double pyelography. The 
same procedure should be carried out to 
determine the source of pyuria. 


Renal Tuberculosis. Any patient be- 
tween the ages of 15 and 40, with pyuria 
of an apparently causeless nature over a 
period of 12 weeks, with a temperature of 
99.2, who has had frequency, slight nyc- 
turia—perhaps dysuria, with acid urine 
that is negative for micro-organisms by 
the ordinary staining methods should be 
suspected of having renal tuberculosis. 
One negative examination for tubercle 
bacilli in the urine does not exclude renal 
T.B. as one negative examination for T.B. 
in the sputum does not exclude pulmonary 
T.B 


The average case of renal T. B. is diag- 
nosed after he has been treated for bladder 
cystitis for a long period with worthless 
irrigations, whereas tuberculosis should 
have been suspected and diagnosed much 
earlier. The earlier the diagnosis, the 
quicker, surer and more permanent the 
results. 


If the patient shows no albumin or pus 
in the urine, it is certain he has no renal 
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tuberculosis, should there be albumin pre- 
sent and no pus, tuberculosis of the paren- 
chyma of the kidney cannot be excluded 
absolutely. A diagnosis of renal tubercu- 
losis cannot be made until a tuberculous 
process has reached or extended into the 
pelves. 


In genital tuberculosis epididimectomy 
is the usual surgical measure indicated. 


Renal Disease Simulating Abdominal 
Lesions. Kidney infections, ureteral strict- 
ure, renal calculous and hydronephrosis of- 
ten give a picture with clinical resemblance 
to appendicitis, or cholecystitis, or mucous 
colitis, or even intestinal obstruction. If 
the urine contains pus or blood or bacteria, 
urologic examination should not be neg- 
lected and even a cystoscopic examination 
should be performed if the condition per- 
mits, or a simple Roentgen-ray should be 
done which often gives us a clue. Smears 
from the centrifuged specimen stained by 
the gram method are far more useful than 
the culture method. 


Obscure conditions, especially those 
with otherwise unexplained gastrointestin- 
al or abdominal symptoms, should be ex- 
amined urologically. 


Perinephritic abscess can usually be 
diagnosed by clinical data plus the aid of 
the Roentgen-ray, if the urologic findings 
are negative. In suspected cases it is ad- 
visable to explore with a small incision, 
then to wait until an accumulation of pus 


has formed. 


Catheter Cystitis. This is a misnomer, 
very often the nurse and the intern is blam- 
ed for this condition when, as a matter of 
fact, the surgeon in charge should be held 
responsible for this infection of the urin- 
ary tract. The cause for this condition 
according to Hugh Cabot’ is distention 
which brings about a “prepared soil” fol- 
lowing which some degree of infection is 
pretty sure to occur notwithstanding the 
most rigid asceptic catheter technic. 


Day‘ claims that intentional introduc- 
tion of pyogenic organism into the bladder 
does not produce infection, even in the 
presence of considerable trauma if there 
is present no pathologic condition, active 
or latent, in the urinary tract and there is 
no distention or residual wine. 


Hugh Cabot’ discusses this problem on 
both experimental and clinical data and 
believes that postoperatively a patient 
should not be allowed to accumulate more 
than ten ounces (300 c.c.) in the bladder. 





The nurse should be instructed to cathe- 
terize the patient at any time after the 
twelfth postoperative hour. This should 
be based on the patient’s own sensations. 
Curtis’ believes that distress should be the 
signal for catheterization. In all male 
patients to be operated on over fifty, par- 
ticularly if the operation be for hernia or 
hemorrhoids acquired in the last few 
years, the catheter should be employed 
to find if the patient has residual urine. 
If the residual urine is considerable, then 
an indwelling catheter should be used. 


Pyelitis. The object of this classification 
is to emphasize the importance of acute 
pyelitis in infancy, a common enough dis- 
ease but frequently overlooked by the gen- 
eral practitioner. This is frequently over- 
looked because of the indifference to the 
necessity of examination of the urine of in- 
fants. Cases are so frequently encountered 
that this disease will shortly stand on a 
parity with otitis media acuta as to its 
share of responsibility for temperature in 
the young, especially females. 


Most cases begin abruptly with high 
fever in an otherwise up to now healthy 
female infant (the majority of cases are 
confined to females). 


There may be convulsions and cyanosis 
in the beginning, vomitting and acute en- 
teric symptoms are sometimes intense and 
persistent, there may be diarrhoea. 

The urine contains traces of pus and al- 
bumin, and is sharply acid in reaction. In 
90 to 95 per cent of cases of acute pyelitis 
the colon bacillus which thus becomes the 
primal bacteriologically etiologic factor. 
This organism is present in almost all pri- 
mary cases. The bacillus exists in pure 
culture in a sharply acid urine. The diag- 
nosis depends almost exclusively on the re- 
sults of a urinary examination. A drop 
of urine or two is sufficient to determine 
the presence or absence of pus. If there is 
much difficulty in securing a specimen for 
examination, a soft rubber catheter 8 to 10 
French is readily passed. 

Treatment. The administration of potas- 
sium citrate or any other alkalinizing 
agent in a dose sufficient to permit the 
urine to become free from pus and colon 
bacillus. The effect of citrate is practically 
specific. The temperature almost imme- 
diately commences to fall and unless the 
drug is withdrawn too early it will not 
rise again. 

Sodium bicarbonate can be used, but too 
great an amount at too long an interval 
might cause edema and gastroenteritis. 
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Caprokol has been used with gratifying 
results. 


Hexymethylenamine is used in chronic 
cases. It clears the urine for the time be- 
ing but does not destroy the colon bacillus. 


Vaccines may be tried, but must be au- 
togenous and given fresh. In some cases 
vaccines are helpful; in others their effect 
is doubtful. 


Juvenile cystoscopy and ureteral cathe- 
terization are very neglected arts of the 
genito-urinary surgeon, and need develop- 
ing greatly. 


There has been a good many papers this 
year on the subject of urological condi- 
tions in children and it is encouraging to 
see an awakening to the great possibilities 
in a long neglected field. 


CONCLUSIONS 


1. If there is any doubt about the func- 
tional P. S. P. test, the data should be 
checked with the nonprotein nitrogen out- 
put in the blood. 


2. Immediateexamination for the source 
of hematuria and pyuria to locate the exact 


pathology. 


3. The earlier the diagnosis of renal T. 
B. the better the prognosis. 


4. Urological examination should be per- 
formed with obscure abdominal conditions. 


5. During infancy and childhood pye- 
litis is a common disease and more com- 
mon in female infants. 


6. Postoperative cases should be cathe- 
terized for residual urine and to prevent 
distention which brings about a “prepared 
soil.” 


7. The use of indigo-carmin and phenol- 
sulphonephthalein at cystoscopy and the 
control of both by blood chemistry has 
given us much information and saved 
many lives. 
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AUTHOR’S CAUTERY PUNCH FOR 
PROSTATIC OBSTRUCTION* 


JOHN R. CAULK, M.D., F.A.C.S. 
ST. LOUIS, MO. 


Professor of Clinical Genito-Urinary 
Surgery, Washington University 


Mr. President, and Members of the Okla- 
homa State Medical Association: 


You have given me a great honor in in- 
viting me to participate in the program of 
the annual meeting of your State Associa- 
tion. For this please accept my sincere 
thanks. 


I have selected to discuss the obstructive 
lesions at the vesical neck due to prostatic 
growths, since this topic occupies such an 
important place in urological surgery and 
possesses an appeal to many branches of 
medical practice; and, furthermore, be- 
cause so many transformations of ideas 
have occurred in recent years concerning 
this condition. 


The history of prostatic surgery is old 
and dates back to 1628 when Riolan first 
demonstrated the prostate as a cause of 
urinary obstruction. Since this time there 
has been a gradual progress in the treat- 
ment and an increasing understanding of 
the associated conditions resulting from 
obstructive lesions produced by diseases of 
this gland. I shall spare a detailed des- 
cription of the progress of prostatic sur- 
gery through history’s pages and will only 
dwell on some of the high lights which 
have appeared along the path of its pro- 
gress. 

Since the period of discovery in 1628, 
many have contributed their part to this 
study. Some of the outstanding figures 
are Home, who, in 1806, described the 
middle lobe, and Mercier, who, in 1821, 
first incised the prostate for the relief of 
obstruction. The French, German and 
British scientists contributed greatly 
through the early years of development 
and more recently the American urologists 
have participated in a creditable fashion 
to the advancement of our knowledge of 
the pathological processes within this 
gland. 


The next great period was the one of 
surgical development, starting with Guth- 
rie in 1834, when he did the first perineal 
prostatectomy ; Amusat, in 1836, perform- 





*Read before the Section on Urology and Syphil- 
ology, Annual Meeting, Oklahoma State Medical 
Association, Tulsa, May, 1928. 
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ed the first supra-pubic although McGill, 
in 1887, is really credited with having 
given birth to the supra-pubic operation. 
In 1873, Bottini began his method of intra- 
urethral removal of certain obstructions 
by means of cautery blades. By this 
method, he blindly burned a channel 
through the vesical orifice and claimed 
some creditable results. The operation was 
later modified by Freudenberg and Young. 
Belfield, in 1890, and Fuller and Freyer, 
in 1895, followed with technical procedures 
for the removal of such obstruction. In 
1891, Goodfellow developed the perineal 
operation, which was later improved in an 
admirable way by Young and Proust. 
Young, of course, has been chiefly respon- 
sible for the perfection of the perineal 
operation. 


In recent years the two-stage supra- 
pubic operation has received innumerable 
adherents and is probably the most popu- 
lar in general hands. Time will not per- 
mit a discussion of the advantages and 
disadvantages of the different surgical 
technics*for the removal of this gland. 


I would like, however, to briefly direct 
your attention to a few points concerning 
the second stage of a two-step supra-pubic 
operation. As a rule this phase of the 
surgery is a blind procedure, done entirely 
by palpation, without any attempt at in- 
spection of the orifice. For several years 
it has been my practice to open the bladder 
with a modified Judd retractor and inspect 
the internal orifice, start the line of cleav- 
age for enucleation, grasp the prostate 
with forceps, remove the retractor and 
enucieate the prostate gland by traction on 
the clamp in a fashion similar to the single 
stage operation. This prevents trauma 
and struggle and makes enucleation very 
much easier. Following the removal of 
the gland the retractor is inserted, the or- 
ifice is inspected, tags are trimmed away 
and if there is arterial bleeding it is 
clamped and ligated. This operation is in- 
deed simple in most instances and serves 
to protect against mucous membrane tags 
which are often responsible for delayed 
healing and also allows proper control and 
prevention of hemorrhage. In modifying 
the Judd retractor I have simpy made the 
blades longer and have tapered them so 
that they may easily be passed into the 
bladder. In this way the operation is made 
a visual one and complications are lessen- 


In properly prepared patients either one 
of the supra-pubic or perineal methods is 





capable of effecting excellent results in 
proper hands. Perfections in surgical 
technic have added greatly to the progress 
of prostatic surgery. Improvements in 
anesthesia have shared equally with these 
technical changes. In spite of the marked 
improvement in the results of prostatic 
surgery and the great lessening of mor- 
tality I believe at the present time that 
the general mortality of prostatic surgery 
is much higher than we all realize. In ex- 
pert hands and under proper care a gen- 
eral mortality rate of 5 per cent would be 
a conservative estimate and it appears that 
through major surgical procedures with all 
the attendant phenomena that a lessen- 
ing of this mortality rate is improbable. 
Therefore, the protection from surgery by 
regulation during life, or the correction 
by minor surgery in the incipiency of pros- 
tatism is the one hope at the reduction of 
mortality. 


It is quite striking that the early his- 
tory of prostatic disease dealt chiefly with 
surgery and very little attention was paid 
to the intimate physiological and patho- 
logical conditions associated with it. 


The next great period of development 
we find centering around a concentrated 
study of the character of the growth at 
the bladder neck. This was made possi- 
ble by Nitze, who, in 1879, presented his 
cystoscope for visualization of the bladder 
and a new era began in prostatic disease. 
Through this means surgeons were able 
to understand the character of the obstruc- 
tion, its topographical relation, as well as 
associated lesions in the bladder and in 
the upper urinary tract. 


Great progress has been made since this 
time in this phase of prostatic study and I 
shall later call your attention, particularly 
to recent progress, along this line. At the 
present day no one, in my opinion, is justi- 
fied in surgicaly attacking a prostate with- 
out thorough cystoscopic study, not only 
because of the knowledge gained by the 
orifice picture, but also because other dis- 
eases, which so frequently simulate pros- 
tatism or are associated with it, can be def- 
initely understood. For instance, bladder 
tumors occur in quite a percentage of 
cases along with prostatic obstruction, 
vesical calculi 16 per cent or more, diver- 
ticulae of the bladder in 5 per cent and the 
ability to differentiate between diseases of 
the central nervous system and mechanical 
obstructions testify to the importance of 
thorough cystoscopic study. 


*. 
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The next and indeed the most important 
of all phases in the progress of prostatic 
surgery was the one of recognition of the 
importance of the effects of such obstruc- 
tions upon the kidneys and may be termed 
the renal phase. The understanding of 
the gravity and seriousness of high resi- 
dual urine and its back pressure effects 
upon the upper urinary tract and the in- 
stitution of measures to correct its deleter- 
ious effects have done more to make pros- 
tatic surgery safe than any other factor. 


With the appearance of renal functional 
tests such as tests of elimination, notably 
represented by the Phthalein test propos- 
ed by Geraghty and Roundtree, and the 
determination of the non-protein nitrogen, 
or the tests of retention, safe guards have 
been presented. You are all thoroughly 
familiar with the necessity for careful de- 
compression of the full bladder, gradually 
lowering the intra-vesical and intra-renal 
pressure without sudden transformation, 
and never operating upon a patient until 
the tests which have been mentioned, as 
well as the patient’s general condition, 
seem to indicate that renal function and 
the cardio-vascular system are in such con- 
ditions as to make surgery reasonably 
safe. 


It is my policy to always prepare these 
patients, whether for a major operation 
or a minor one, by gradual decompression 
with catheter drainage. It is rare that an 
indwelling catheter is not tolerated and 
rarer still that it cannot be introduced. 
There is seldom an excuse for an immedi- 
ate supra-pubic drainage as this in itself 
adds tremendously to mortality and seems 
to me to be the very thing that we should 
shun. With patience and care the catheter 
will prepare. 

The next period in this development is 
one of conservative surgery instituted in 
1908 by Young when he suggested his 
median bar incisor for bars and simple 
contractures of the vesical neck. By means 
of this operation about 15 per cent of the 
obstructive conditions at the internal ori- 
fice of the bladder could be cured and it 
was demonstrated as time went on that a 
sufficient amount of tissue could be re- 
moved to insure both an immediate and a 
lasting result. 


Keenly appreciating the value of this 
type of surgery, but mindful of the fact 
that there were certain disadvantages such 
as the liklihood of hemorrhage and reac- 
tion from absorption from the raw surface, 
I constructed in 1919 a cautery punch 





which was designed to minimize hemor- 
rhage and absorption after the removal 
of such bars and contractures. After an 
experience of ten years, I feel safe in stat- 
ing that such obligations have been ful- 
filled by means of the cautery attachment. 


It was not long after I began to use this 
instrument that it became apparent that 
far more than 14 per cent of obstructive 
lesions were applicable to such surgery 
and I found myself gradually employing 
this technic in an increasing number and 
type of obstruction until at the present time 
I am using it in at least 40 per cent of all 
cases of prostatic obstruction. 


Prostatic growths have been classified 
as inflammatory and neoplastic, benign 
and malignant, the inflammatory growths 
being represented by the contractures and 
bars and constituted about 14 per cent. 
The benign neoplasms considered chiefly 
as adenomas about 60 per cent to 65 per 
cent and carinoma about 20 to 25 per cent. 
By means of the punch operation, remov- 
ing portions of an otherwise enlarged 
gland and noting that the rest of the organ 
subsided materially, out of proportion to 
the amount of tissue removed and at the 
same time the histology of the specimen 
being identical with what has been classi- 
fied as adenoma, I began to concentrate 
upon this feature of prostatic obstruction 
and have been gradually convinced that 
the majority of such benign growths are 
not neoplastic, but represent a gradual 
evolution of inflammatory processes over 
a long period of time. 


In order to fortify this statement let me 
present more reasons: In the first place 
about 30 per cent of men beyond 50 are 
supposed to have prostatic enlargements. 
It would be unreasonable to expect that the 
prostate should be so frequently subjected 
to tumor growth, quite unlike any other 
gland or tissue in the body. On the other 
hand, the prostate is one of the most fre- 
quently infected organs in the human 
machine and one would naturally expect 
that an inflammation should be present in 
a large percentage of prostates as the pre- 
cursor of an indolent, progressive, neglect- 
ed inflammatory reaction. 


Geraghty showed that hyperplasia was 
frequently observed near the urethra in 
the location most commonly subject to in- 
fection. During eighteen years of practice 
I have never seen a hypertrophy develop 
in a patient who had been treated for 
chronic prostatitis and this means several 
thousand individuals. This is in striking 
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contrast to the frequency of over-growth 
in the untreated prostate. I have seen 
over 100 cases in which there was definite 
prostatic hypertrophy 10 to 18 years ago 
in many instances with obstructive symp- 
toms, few with retention, in patients who 
have been treated palliatively and who to- 
day, without surgery, have perfectly nor- 
mal prostates without obstruction. 


I have, in other papers, gone into the 
pathological changes of the prostate in 
support of the inflammatory nature, but 
will not take your time on this occasion to 
discuss it in detail, but shall simply remind 
you that the picture as a whole signifies 
a chronic inflammatory hyperplasia and 
not a neoplasm. I have seen numerous 
prostates which were large and the path- 
ological specimens removed by the cautery 
punch show definite changes which have 
been designated as adenomas diminish to 
normal size with only a small part of the 
prostate removed, simply enough to re- 
lieve congestion, edema and inflammatory 
reaction from the spasm and tension of 
obstruction. This, therefore, seems to 
signify that by proper prophylactic re- 
gime, observing prostates in younger men 
and protecting them from insidious infec- 
tion, there is a great possibility of dimin- 
ishing the surgical treatment in later life 
to an astounding degree. This may be 
called, therefore, “The Age of Prostatic 
Prophylaxis.” My chief message to you, 
therefore, as practitioners of medicine, is 
to incorporate in a routine physical exam- 
ination not only the palpation of the pro- 
state, but the expression of its secretion 
with thorough microscopic study, and if in- 
fection be present, I urge you to treat these 
early lesions by massage and other meth- 
ods which are in current usage for such 
inflammations. 


In previous communications I have an- 
alyzed all of the cases on which the cau- 
tery punch operation has been done and 
have shown that the symptoms, such as 
frequency, urgency, incontinence, uremia, 
etc., are identical to those occurring in the 
gross obstructions. Residual urine has 
been the same ranging from one ounce to 
1500 c.c., the prostate has shown enlarge- 
ment in 50 per cent of all cases. The pre- 
valence of retention and catheter life has 
been identical with the gross obstructions 
= hence offer no clinical differential 
value. 


The intrepretation of the type of pros- 
tate which is suitable for the cautery punch 
operation is dependent entirely upon re- 











peated cystoscopic study of the vesical ori- 
fice under drainage as well as the trans- 
formation of the size of the rectal prostate. 
If under catheter drainage and splinting 
of the orifice, hot applications and anti- 
sepsis, the prostate begins to diminish in 
size, and if the cystoscopic appearance is 
not too gross, that is, there is not large, 
round intra-vesical lobes with deep clefts, 
and if the intra-vesical growth shows re- 
cession, there is a great possibility that the 
punch operation can be utilized very fre- 
quently. 


I cannot urge too strongly repeated 
studies of the vesical orifice by means of 
the cystoscope and repeated investigations 
of the prostate during drainage. Under 
this regime many of the prostates which 
appear at first to be unsuitable for minor 
surgery will be found to diminish te such 
a size as to place them in such a category. 


I have employed this operation 450 times 
and have repeatedly reported critical an- 
alyses of the cases. It has been definitely 
shown that the operation is effective in re- 
moving sufficient tissue to relieve obstruc- 
tion in at least 85 per cent of all the cases 
in which it has been employed. There is 
no question that it is applicable to the 
smaller obstructions. This is accepted and 
it should certainly supplant any major sur- 
gical procedure for such growths. 


I wish to devote the remaining time to- 
day in directing your attention to the use 
of this operation in the larger obstructions 
and in stressing this phase I felt that an 
analysis of the recent cases on which there 
is not only a definite statistical study, but 
a freshness of memory as well, may be 
more effective. For this reason I shall dis- 
cuss the 75 operations which have been 
performed on 43 patients during the last 
year. 


2 patients each had 5 operations. 
4 patients each had 4 operations. 
3 patients each had 3 operations. 
6 patients each had 2 operations. 
28 patients each had 1 operation. 


That is, 15, or 35 per cent of the 43 pa- 
tients had 2 or more operations with total 
of 45 operations on the 15 patients, an 
average of 3. There were 28 patients who 
had single operations; some of these were 
single incisions of the orifice and others 
had 2 or 3 punches at one sitting. 


Analysis of the type of prostate in these 
43 cases, showed it to be small in 6, large in 
17, moderately enlarged in 20, or 37 of the 
43 patients had definite rectal enlarge- 





ment. Cystoscopic appearance of the ori- 
fice showed 13 small collar obstructions, 16 
large collar obstructions, 10 lateral lobes 
and 4 contracted necks. 


The 2 patients with 5 operations: one was 
entirely cured, an old man with a rather 
large type of obstruction associated with 
vesical calculus which was removed under 
local anesthesia by litholopaxy. This pa- 
tient was on catheter life and after 4 oper- 
ations with removal of 10 pieces from his 
orifice was unable to void a drop of urine. 
The 5th operation with removal of 2 
lobules gave him complete restoration of 
urinary function. The second patient was 
a gross obstruction in a very old man with 
marked uremia. In a younger subject in 
good condition it would have been foolish 
to have tried anything but a prostatecomy. 
His condition did not warrant it and after 
5 punches there was no improvement. He 
later came to prostatecomy after a pro- 
tracted drainage and stood it nicely. 


The 4 cases with 4 operations were as 
follows: First patient had very high res- 
idual urine, uremia, Parkinson’s disease. 
After 4 operations he is now able to empty 
his bladder and has a perfectly excellent 
functional result. Another patient, man 
aged 84, was apparently a prostatecomy 
type, had 2 diverticulae of the bladder and 
vesical calculi . The old gentleman was a 
very bad risk and after litholopaxy and 
the 4 operations he is entirely comfortable, 
empties his bladder completely and does 
not have to use a catheter. A major surgi- 
cal operation would have been a great 
hazard to this man. The other 2 patients 
had carcinoma, one is greatly improved, 
but not entirely well, the other is not im- 
proved at all. We have been unable to re- 
move sufficient obstruction along with 
radium and deep X-ray therapy to secure 
a satisfactory result. 


Three patients with 3 operations, one 
very interesting case had 12 oz. of resi- 
dual, large moderate intra-vesical obstruc- 
tion and rectal prostate, no benefit after the 
first 2 operations, complete cure after the 
3rd. Case No. 2, complete retention, 81 
years old, completely cured after the 3rd 
operation, patient empties his bladder com- 
pletely. Case No. 3, middle aged man, 
marked diabetes, 1200 c.c. of residual 
urine, extremely bad condition, at first, 
prostate felt only suitable for major sur- 
gery, patient’s condition would not war- 
rant it, had complete relief of obstruction 
after 3rd punch operation. 
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Six patients with 2 operations: one had 
had supra-pubic cystotomy in another city 
primary to enucleation of the prostate. He 
evidently had a great deal of trouble fol- 
lowing the operation and came to me for 
the punch. He was completely cured of 
his urinary obstruction, fistula promptly 
closed. Case No. 2, large prostate, high 
residual, partial catheter life, man aged 
60, big right lateral lobule, 2 operations, 
removal of 6 pieces, complete relief. Case 
No. 3, small prostate, right lateral lobule, 
4 pieces removed in 2 operations, cured. 
Cases Nos. 4 and 5, both cancer, case No. 
4 on catheter life which was extremely 
painful, relieved and urinary function es- 
tablished after removal of 5 pieces. Case 
No. 5, marked urinary distress with pain, 
residual urine, relieved after removal of 
3 pieces. Case No. 6, no improvement after 
2 operations, removal of 4 pieces, pros- 
tatectomy later. 


In analyzing these cases of large ob- 
structions it is noticed that many were ex- 
tremely bad risks and a major surgical 
operation would have been creative of a 
high mortality rate. With these there was 
no mortality and 84 per cent were restored 
to urinary comfort. 


In comparing these to the ones who had 
single operations we note the following: 
on the 28 patients, 20 of the 28 showed 
complete and perfect results, or 75 per 
cent, 3 fair results, or 11 per cent, or 86 
per cent either completely relieved or made 
comfortable, 14 per cent were unimproved, 
none made worse. 


Of the four poor results, 2 occurred in 
contractures of the neck, the type of case 
for which this operation was originally 
designed, but in which the results are 
strikingly poor, but this is equally so in 
major surgery. 


Two of the cases of carcinoma recurred 
about as fast as the obstruction was re- 
lieved, although as a rule the punch opera- 
tion has the most admirable effect in reliev- 
ing the obstruction in carcinoma of the 
prostate along with radium and deep X-ray 
therapy. Some of the most pleasing re- 
sults have occurred in carcinoma. 


In this series of 43 cases 9 have been 
carcinoma or 21 per cent. In every case 
of carcinoma which has been operated up- 
on by the punch the specimen removed has 
demonstrated carcinoma in the tissue 
hence its importance in some questionable 
cases as a diagnostic means. 
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Poor results, all but one, occurred in 
small prostates. In the fair results I have 
classified the ones who have received great 
benefit but were not entirely relieved. Two 
of these patients were advised to have an- 
other operation, but they have not done so. 


In this group of 28 cases 3 were large 
prostates, rectal and intra-vesical, 11 small 
and 14 moderate. The striking thing is 
that the 3 large prostates were entirely 
cured by 1 operation after the removal of 
several pieces of tissue from the orifice. 
They showed an astounding diminution in 
size. Of the 14 moderate enlargement 
there were 11 cures, 2 improved, 1 showed 
no improvement. 


Of the 43 cases, 12 were on catheter life 
or had complete retention of urine, 1 had 
supra-pubic fistula, all had residual urine 
and all gave pronounced evidence of pros- 
tatism. 


One of these patients, a young man from 
whom I had removed a kidney 8 years ago, 
came in complaining of severe urinary 
symptoms and was believed to be suffering 
with a remnant of vesical tuberculosis. No 
evidence of tuberculosis in the badder ex- 
cept that there was contracture of the neck 
and regurgitation up the remaining ureter 
to the kidney. This patient was complete- 
ly cured by the removal of a section of this 
contracture. 


It is very pleasing in analyzing these 
cases to note the benefit derived from such 
an operation on the old men suffering with 
many complications on whom a prostatec- 
tomy would have undoubtedly resulted in 
an extremely high mortality. This has 
been noted in an analysis of the previous 
cases. 


It is, therefore, evident that this opera- 
tion has an increasing sphere of usefulness 
in the larger obstructions, particularly in 
the bad risks, but it requires time and 
patience, one must not become discouraged 
if there is no benefit from 1 or 2 opera- 
tions because some of the best results have 
occurred after the 3rd or 4th attempt. 


In this series of 43 cases, 3 of them came 
later to prostatectomy or a little over 6 per 
cent. In the previous cases only 3.4 per 
cent came to prostatectomy. 


Technic. Technic of the operation is 
simple and yet it requires a thorough 
familiarity with the endoscopic appearance 
of the urethral orifice. The operation is 
entirely a visual one and obstruction can 
be definitely seen at any part of the orifice ; 








the instrument may be rotated at different 
segments and locate lobules which have 
been previously determined by cystoscopic 
study. The visualization of the orifice is 
perfect and in the hands of trained men it 
seems to me impossible that one should 
have any difficulty in knowing the exact 
nature of the tissue secured in the slot of 
the instrument. 


It is perfectly true that in untrained 
hands difficulty may be experienced, but 
this is true with any type of surgery. 


The instrument is passed into the blad- 
der after cocainization of the urethra, 
bladder contents evacuated, and, for the 
median incision, which is the most fre- 
quent one, the instrument is pulled out- 
wardly and elevated at its distal end so as 
to grasp the obstruction in its slot, the 
obturator having been previously removed. 


With the obstruction in the slot of the 
instrument the field is dried by suction 
syringe and the obstruction is visualized 
by reflection light. It is perfectly easy to 
differentiate between vesical mucous mem- 
brane and the internal orifice of the blad- 
der. With the orifice in the slot, the in- 
strument is pressed downward with the 
little finger of the left hand, upward with 
the thumb and pulled outward, the vesical 
orifice is squeezed forcibly into the instru- 
ment. Under vision the orifice is then in- 
filtrated with 1 per cent novocaine through 
the special syringe. 

Following this it will be noted in most 
instances that the orifice relaxes and more 
tissue may be compressed into the slot. The 
field is thoroughly dried again by suction 
and cotton pledgets, neck inspected, then 
the cautery blade is inserted into the 
sheath until it meets the obstruction. The 
amount of heat has previously been tested, 
the operator then asks for the current to 
be applied, waits until the frying sound is 
heard. It is then evident that the heat has 
reached the blade. If the blade is pushed 
home before this there is danger of break- 
ing it. This is a very important point and 
has been responsible for the breaking of 
many blades in the hands of those who 
were a little hasty in the cutting of the ori- 
fice. When the current is properly applied 
the operator, with his right hand, pushes 
the cautery attachment home by a gentle 
rotary motion, this takes about 4 seconds. 
In case of excision of one single segment 
of the orifice the operation is over. If one 
desires to remove one or more bits, the in- 
strument is pushed inwardly into the blad- 
der and the current lightly applied to co- 
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agulate the tissue within the blade. In this 
way it may become adherent to it as to 
allow its removal. When it is removed 
from the sheath the tissue is extracted 
from the blade and the blade cleaned for 
another burning. The operator in the 
meantime engages the orifice and rotates 
the slot of the instrument to a desired lo- 
cation and notices the lobule fall into it. 
This is perfectly plain when the obstruc- 
tion is within the grasp of the instrument. 
The same process is repeated as has been 
given above. I have removed as high as 5 
pieces from the orifice at one sitting. The 
operation is usually painless as far as the 
burning is concerned. 


In the removal of pieces from the upper 
or lateral sphincter margin it is sometimes 
quite unpleasant to the patient on account 
of the position of the instrument and the 
tension on the triangular ligament. 


The blade of the instrument requires 
very careful attention, but, with proper 
care, it is very durable. I have the origi- 
nal blade of my instrument which has been 
in use for 9 years and it has been repaired 
but once, and that simply for tightening a 
set screw. Some operators have complain- 
ed that the blade is delicate and that they 
have experienced trouble with the current. 
For this reason I have had constructed a 
high frequency cautery blade which is very 
substantial and does not require the deli- 
cate attention necessary for the cautery 
blade. It can be used with the ordinary 
high frequency apparatus. It works very 
satisfactorily and it has the advantage that 
the operator is able to manipulate the cur- 
rent himself and is not dependent upon an 
assistant. The burning is rapid and effec- 
tive and as far as I have been able to de- 
termine, the removal of the obstruction is 
about the same as with the simple cautery 
instrument. There has been no hemorrhage 
with its usage. 


I wish to present also a child’s punch, a 
minature of the cautery apparatus. This 
instrument is designed for the congenital 
obstruction so frequently seen at the in- 
ternal orifice of the bladder in babies and 
young children. These obstructive condi- 
tions are responsible for so many destruc- 
tive effects upon the kidneys and creative 
of a very high mortality rate if left un- 
treated, and, under ordinary conditions 
are surgically handled by supra-pubic op- 
eration with resection of the internal vesi- 
cal orifice. Proportionately this instru- 
ment is capable of removal of as much 
tissue as the large one extracts from the 





adult orifice and I believe will be capable 
of correcting such defects in a large per- 
centage of cases and should supplant open 
surgery to a great extent thereby contri- 
buting to a better mortality rate. 


At the completion of the operation 
which usually takes but a very short time 
after one has gained experience, a large 
indwelling catheter is inserted, fixed and 
bladder irrigated to be sure that it is in 
proper position, some fluid allowed to re- 
main in badder and the catheter is corked. 
Patient is put to bed, the cork is removed 
and continuous drainage instituted. It is 
important to have a large catheter, at least 
a No. 24 French, with 2 eyes. In this way 
free drainage is given and clots are pre- 
vented. 


There has never been any trouble with 
bleeding or any real discomfort in the post- 
operative course unless clots occluded the 
eatheter. This is the very important point 
in the post-operative care. For several 
hours these catheters are watched very 
carefully, a receptacle of sterile solution 
and an aspiration syringe are kept at the 
bedside. If there is any impediment in the 
drainage it is promptly taken care of. The 
care of the first few hours is most impor- 
tant. If the drainage promptly clears and 
in many cases there is absolutely no stain- 
ing, the catheter is corked and patient al- 
lowed to remove the cork at intervals. 
Daily injection of argyrol or mercuro- 
chrome is givenin order to keep the bladder 
and the orifice clean and to hasten healing. 
The duration of catheter drainage depends 
upon the type of obstruction and the asso- 
ciated conditions such as residual urine, 
toxemia and the like. In simple cases it is 
removed in 48 hours. In cases with high 
residual urines and in large obstructions 
where a secondary operation is believed 
necessary it is allowed to remain for at 
least a week before testing the effects of 
the operation. If u¥ination is imperfect it 
is reinserted until the function is found 
satisfactory after its removal. These pa- 
tients require very little sedative, the ma- 
jority do not require a single hypodermic. 


Complications. Complications have been 
rare. 


Hemorrhage. The superficial burning 
has served to minimize hemorrhage. All 
patients have slight staining of the urine. 
There have been but a very few individuals 
who have caused any concern regarding 
hemorrhage. There were but ten patients 
of the 450 operations who have attracted 
attention from hemorrhage. If the cathe- 
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ter is large and the eyes are free and care 
is given the first few hours one should ex- 
pect very little trouble with bleeding. Our 
experience has been that one small clot 
occluding the eye of the catheter creating 
spasm of the bladder is the important 
factor in the causation of bleeding. It is 
important to see that the catheter is thor- 
oughly fixed and that it does not have to 
be manipulated or reinserted. There has 
never been a hemorrhage sufficiently 
severe to require supra-pubic cystostomy. 
There have only been 5 instances in which 
evacuation of the clots with the Bigelow 
evacuator was found necessary. 


Chills and Fever have occurred very 
rarely. In all there have been but 20 pa- 
tients of the 450 who had reactions fol- 
lowing the operation and practically all of 
these reactions occurred in patients who 
had been previousy suffering with pyelone- 
phritis. They all subsided promptly under 
palliative treatment and in only one in- 
stance was drainage necessary. 


Epididymitis has followed its usual ten- 
dency to make postoperative course 
of urinary surgery unpleasant. It, how- 
ever, has occurred less frequently than fol- 
lowing the use of the indwelling catheter 
for prostatic drainage. Hence, there is 
nothing specific about this operation in 
the promotion of epididymitis. 


Pronounced sloughing has never occur- 
red following the operation, nor have I 
ever seen incrustation of the orifice. The 
burning is superficial if done properly and 
should have no tendency to cause extensive 
reaction. Sections removed allow thorough 
microscopic study. 


I have been asked many times if incon- 
tinence of urine had ever occurred follow- 
ing the operation. I have never seen in- 
continence and one should not expect it. 
We do not hesitate in prostatectomy to re- 
move the prostatic unethra and insult the 
sphincter to an extreme degree, hence it 
should not be anticipated following a much 
more simple operation. 


There has never been the slightest dis- 
turbance of the sexual apparatus. 


I have never seen a stricture of the ure- 
thra develop following the operation. This 
could only occur in instances where the 
current had not been disconnected and un- 
necessary injury done to the urethra itself. 


The operation has been very valuable in 
hastening the closure of indolent supra- 
pubic fistulae and has beer used for the 











removal of obstruction in 5 cases on whom 
supra-pubic cystotomy had been done as 
the first stage operation but the obstruc- 
tion had not been removed for one reason 
or another, usually some serious complica- 
tion. In all of these cases information was 
obtained from the surgeon who had done 
the operation that the prostate was large 
and that enucleation was thought neces- 
sary. But when they came under my ob- 
servation the obstruction had shrunk to 
such a degree that the punch operation 
was entirely effective in not only closing 
the fistula but in curing the obstruction. 


Carcinoma of the Prostate. I have used 
this operation in 36 cases of carcinoma of 
the prostate with some very gratifying re- 
sults. In quite a number of inoperable car- 
cinomas with metastases who were suffer- 
ing with extreme bladder discomforts the 
punch operation has given complete res- 
toration of urinary comfort with durabil- 
ity of two and one-half years in several 
instances. A number of these patients 
have had recurrence of obstruction and 
have required repeated operations to keep 
them comfortable. Three of the patients 
have not been relieved, usually because of 
the size of the obstruction and its rapid re- 
currence. At any rate, the operation offers 
the most pleasant method of handling the 
obstruction in the advanced carcinoma and 
is certainly to be recommended instead of 
supra-pubic drainage. 


Totaling the results obtained by this 
operation in all the types of obstruction in 
which it has been employed over a period 
of 9 years, and it is found that 85 per 
cent have perfectly satisfactory results 
with this operation. It is a type of surgery 
which is not simply a mere cutting of the 
orifice which requires but a few minutes, 
but requires a great deal of attention and 
pains and knowledge of conditions. Many, 
whose results were apparently imperfect, 
have been completely cured by repeated 
operations. It is this familiarity of the 
orifice and the belief in the adaptibility of 
the operation which in many instances in- 
sures a favorable outcome. 


Often times the operation requires more 
time than prostatectomy. That is in cases 
where several operations are necessary 
for larger obstructions, but these are chief- 
ly for bad surgical risks and usually done 
to protect against a mortality. There has 
never been a death in the 450 operations 
due to the operation. About a year ago 
a patient died on the eighth post-operative 
day, after a simple median bar excision, 
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The patient obtained a complete relief, was 
feeling perfectly, had not had the slightest 
trouble from the operation. He fell dead 
of an old myocardial condition which had 
caused him many previous serious attacks. 
His death had absolutely nothing to do 
with the operation. 

As a rule it saves the patients economi- 
cally since the majority of patients are 
confined to the hospital only about a week 
and many attend to their business affairs 
in a short time after the operation. 


In summarizing allow me to suggest 
that the profession pay strict attention to 
the prostates of middle life and protect 
them from insidious infections. In so do- 
ing the majority of individuals may be 
spared any type of surgery and if early 
obstruction becomes manifest they should 
be dealt with promptly and not allowed 
to progress. 

My results indicate that the operation 
can cure 85 per cent of obstructions to 
which it is applied. 

The operation is simple of technic, per- 
fectly visual, but requires proper inter- 
pretation of the orifice picture and 
patience in the execution of the after care. 
It necessitates diligent observation and at- 
tention after operation but offers very lit- 
tle hazard to patients upon whom it is 
properly performed. 

Complications are few and mortality is 
negligible. 


COMMENDABLE RESEARCH 








The growing activities of commercial firms in 
chemo-therapeutic research, in collaboration with 


universities and clinics, has led to much favorable , 


comment.on the part of the medical profession. 
Never has there been a time in the history of 
medicine when such important research develop- 
ments have taken place, and are now under way. 

As an example of what can be accomplished, the 
ABBOTT LABORATORIES, North Chicago, IIL, 
has, during the past ten years, taken a place in 
the front ranks of pharmaceutical manufacturers 
through its successful work. It is understood 
that this firm, together with its subsidiary, the 
Dermatological Research Laboratories of Philadel- 
phia, expended over $100,000 in research work in 
the year 1927. New and important discoveries 
for the use of the medical profession have re- 
sulted from these scientific investigations and 
other work is in progress. 

A new scholarship for chemo-therapeutic re- 
search at Northwestern Medical School of Chi- 
cago, has just been announced by Dr. Alfred Ss. 
Burdick, President of the Abbott Laboratories. 





UREA AND CREATININE CONTENTS OF 
BLOOD IN RENAL DISEASE 


The investigation of the relationships between 
the urea and creatinine contents of blood was 











made by F. S. Patch and I. M. Rabinowitch, Mon- 
treal (Journal A. M. A. April 7, 1928), because of 
a number of apparent anomalies which had been 
encountered and which could not be explained on 
the basis of technical errors. A large series of 
observations led to the findings of cases in which 
the general relationships between the urea and 
creatinine concentrations of blood were absent. In 
these cases, high urea values were found associat- 
ed with normal or nearly normal creatinine values. 
This led to a special investigation of these cases. 
It was found that, in spite of high urea values, 
symptoms of uremia were usually absent when 
the creatinine values were normal or nearly nor- 
mal. It was also found that though high crea- 
tinine values and symptoms of uremia were ac- 
companied by positive diazo color reactions, this 
was not necessarily so with high urea values. 
Since the different creatinine values could not be 
explained wholly on the basis of different rates of 
creatinine excretion, it was suggested that the 
greater part of what is regarded as creatinine is 
probably not creatinine. Chemical studies of some 
specimens of blood supported this view. The 
clinical value of these observations. from the point 
of view of the chemical reactions of the blood, lies 
in their showing that urea studies unaccompanied 
by observations on “creatinine” and the diazo 
color reaction should not be relied on in estimat- 
ing progress or prognosis. 








CASE OF INTRASPINAL EXTRADURAL 
ABSCESS 





Neil S. MacDonald, Minneapolis (Journal A. M. 
A., April 7, 1928), reports the case of a boy, aged 
2 years, who, three weeks previously, had had an 
acute respiratory infection causing an otitis media 
which ruptured spontaneously and was discharg- 
ing at the time of the examination. The patient 
presented a picture of profound septicemia, mani- 
fested by the usual accompaniments, such as loss 
of weight, fluctuating temperature, rapid pulse, 
sleeplessness and marked discomfort. The fol- 
lowing physical signs were obvious: rigidity of 
the back, thigh and leg muscles, with flexion of 
the lower limbs and an apparent beginning bilat- 
eral foot drop, which was in reality a spastic 
paraplegia. The patellar reflexes were exagger- 
ated. There was also a deeply palpable inflam- 
matory induration in the dorsolumbar region. A 
tentative diagnosis of intraspinal pressure, the re- 
sult of an infectious process, was made and a 
laminectomy recommended which was performed 
the following day. The operation disclosed a cir- 
cumscribed extradural dbscess in the dorsolumbar 
region, a portion of which had escaped through 
the interlaminar spaces into the adjacent soft 
parts on the left side underneath the lumbar 
muscles. Liberal tube drainage was provided, and 
immediate improvement in the general physical 
condition was obtained. The wound drained 
freely for a period of approximately two months, 
and eventually closed. The laboratory reported 
that the infection was due to a staphylococcus of 
undetermined type. A smear from the ear was 
not made. The postoperative diagnosis was local- 
ized spinal abscess, extradural, the result of men- 
ingeal or osteomyelitic infection, probably second- 
ary to an acute infection process in the middle 
ear. A follow-up report eleven years later showed 
that the boy was well and strong, was big for his 
age, and was apparently in no way handicapped 
by his experience. 
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EDITORIAL 


SURGICAL TREATMENT OF 
PULMONARY TUBERCULOSIS* 





The writer notes that in spite of the dis- 
covery and use of sera vaccines and chemo- 
therapeutic substances, claimed or intimat- 
ed as cures of pulmonary tuberculosis, 
rest still remains the most valuable remedy 
in the treatment of this disease as well as 
of tuberculosis of the larynx and joints, 
and that it is common observation that 
bed rest only converts many progressive 
febrile cases of pulmonary tuberculosis in- 
to retrogressive afebrile forms. Assuming 
from this that rest is the most important 
factor in the hygienic dietetic and physical 
measures forming the basis of sanatorium 








treatment ; how may such rest be obtained? 
He answers his question by offering four 
different and progressive measures, any 
one of which when used must be known to 
be exactly indicated in the given case. It 
has been more than 30 years since the late 
John B. Murphy, at Denver, proposed arti- 
ficial pneumothorax. Strange to say this 
was not widely adopted for many years 
after that. This first and simplest measure 
in the surgical treatment of pulmonary 
tuberculosis is, as a rule, never adopted 
nor indicated unless the lesion is confined 
te one lung, and there is a fairly active 
healthy contralateral lung with at least no 
active lesions present. In a rather large ser- 
ies of cases it was not observed that artific- 
ia] pneumothorax activated the disease in 
the opposite lung. Artificial pneumothorax 
failsinacertain percent ofcases on account 
of pleutric adhesions in which event at- 
tempt must be made to divide the adhesiors 
by galvanocauterization through the thora- 
scope. This procedure may be easily ac- 
complished, very difficult of accomplish- 
ment or impossible; and in the latter case 
resort is had to phrenicotomy or exairssis. 
Phrenicotomy has not been found very sat- 
isfactory due to the fact that the phrenic 
nerve has sharp variations in its. origin, 
therefore exaires‘s or a rolling out of 8 to 
10 cm. of the nerve is resorted to. There 
are certain dangers to this procedure and 
they arise from the fact that there are 
anomalies in the distribution and structure 
of the nerve itself and its close intimacy to 
the subclavian vein, laceration of which 
might lead to severe, if not fatal bleeding. 
A few such cases have been reported. In 
one instance the wall of the vein being 
torn, a fatal air embolism took place. The 
object of resection of the phrenic nerve is 
to paralyze the diaphragm thus permitting 
intra-abdominal pressure to force it up- 
ward resulting in lung collapse. If satis- 
factory collapse cannot be obtained by the 
above measure the surgeon is justified in 
considering thoracoplasty, which, while a 
rather shocking operation has undoubtedly 
been followed by brilliant results. It may 
be performed and preferably so, under 
local and regional anesthesia with the use 
of gas oxygen in certain cases. A prelimi- 
nary phrenicotomy is performed in every 
case where thoracoplasty is undertaken. 
The operation is never done except in two 
or more stages, only a part of the ribs be- 
ing removed at each time, the amount of 
rib being removed depending entirely on 
the amount of pathology in the lung in- 
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volved. Too long a time should not elapse 
between the stages of thoracoplasty. 


Thoracoplasty is not to be used except 
after patient attempts at the methods 
above enumerated. Dissemination of the 
disease or its activation is not a frequent 
or dangerous complication in pneumo- 
thorax, but it is common and dangerous 
after thoracoplasty. 


Admittedly these forms of surgical 
treatment of pulmonary tuberculosis must 
be carefully worked out and determined 
upon after close and joint study of the in- 
dividual case by the skilled internist and 
surgeon. We have very little to offer to- 
day in the treatment of tuberculosis except 
rest, and if after careful bed rest and 
adjunct care pulmonary tuberculos‘'s does 
not improve, then an attempt to place the 
lung at rest by artificial means should be 
seriously considered. 


*Matson—Transactions of the College of Physi- 
cian. Volume 29, Philadelphia, 1927. 
Qe 
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Editorial Notes —Personal and General 











DR. W. C. VERNON, Okmulgee, visited in 
Colorado recently. 

PATTERSON HOSPITAL, Duncan, was opened 
to the public in October. 


WEWOKA HOSPITAL, recently completed by 
Dr. Guy B. Van Sandt, has been formally opened 
to the public. . 


DR. and MRS. S. DePORTE, formerly of Ard- 
more, now residing in Oklahoma City, announce 
the birth of a son, November 1, 1928. 











DR. A. M. McMAHON, Duncan, returned No- 
vember 3.d, from St. Louis, where he had n 
taking graduate work in eye, ear, nose and throat 
work. ot 

DRS. E. S. FERGUSON and D. D. MCHENRY 
attended the American Academy of Ophthalmol- 
ogy and Otolaryngology at St. Louis, Mo., from 
October 16th to 20th. 


DR. JOHN F. PARK, who has been located at 
Tulsa for sometime, announces his early removal 
to McAlester, where he was forme:ly located. In 
the meantime Dr. Park is attending the New 
Orleans clinics. 


OKMULGEE - OKFUSKEE Medical Societies 
met at Henryetta November 12th. Dr. Carroll C. 
Pounders, Oklahoma City, guest of honor, deliver- 
ed a talk on “Pediatrics,” illustrated by lantern 
slides. Dr. T. G. Wails, Oklahoma City, was 
present and read a paper. 


STEPHENS COUNTY MEDICAL SOCIETY, at 
their October meeting were guests of Drs. J. B. 
Ce~michael and J. P. Bartley of Duncan. Dr. C. 
J. Fishman, Oklahoma City, delivered an address 
on “The Evolution of Symptoms in Gastro-intesti- 
nal Diseases or Digestive Disturbances.” 














LINCOLN COUNTY MEDICAL SOCIETY met 
in regular session with the doctors of Prague, 
October 4th. They were served with a banquet by 
the ladies of the M. E. Church. Dr. Mraz, Okla- 
homa City, gave a talk on Prostatic Enlargement. 
Dr. J. E. Hughes, Shawnee, talked on the general 
practitioner’s field. 





DR. EARL D. McBRIDE, Oklahoma City, at- 
tended the American College of Surgeons in Bos- 
ton, October 8th to 12th, and will visit several of 
the larger hospitals and clinics in Boston and New 
York, returning home the latter part of the month. 
Mrs. McBride accompanied him. 


THE UNIVERSITY OF OKLAHOMA has just 
opened a complete, modern, new infirmary for the 
use of the University students. Completion of this 
splendid structure is due to the Dad’s Association, 
which has long noted the inadequacy of the old 
structure. Drs. Gayfree Ellison and Ruth Reich- 
man will be physicians to the institution. 


THE AMERICAN ASSOCIATION of Railway 
Physicians met in Thicago October 31, November 
2, 1928. Dr. Fred. S. Clinton, Tulsa, the President, 
delivered an address, “The Railway Surgeon as a 
Practical Pioneer of Industry or Traumatic Sur- 
gery.” Dr. H. T. Ballantine, Muskogee, read a 

per on “Traumatic Surgery Complicated by 

iabetes.” Dr. Willis K. West, Oklahoma City, 
read a paper on “Fractures of the Face.” 


DR. L. CHESTER McHENRY is now associated 
with his father, Dr. D. D. McHenry, Oklahoma 
City, in the practice of the eye, ear, nose and 
throat. Dr. McHenry graduated from Harvard in 
1925. After taking a two-year interneship he has 
divided his time between a post-graduate couse 
in the University of Pennsylvania, end as assis- 
tant to Dr. Chevalier Jackson of Philadelphia. 
specializing in bronchoscopy and esophagoscopy. 














CARTER COUNTY MEDICAL SOCIETY met 
in Ardmore, October 9th. Dr. E. P. von Keller 
read a paper on “Physiotherapy in Modern Medi- 
cine.” The society adopted resolutions of regret 
upon the removal of Dr. S. DePorte to Oklahoma 
City, the resolution commending Dr. DePorte to 
his new associates. Dr. DePorte had been secretary 
of the Carter County Medical Society for six 
years. Dr. G. E. Johnson, Ardmore, has been ap- 
pointed as his successor. 





The following Oklahoma physicians spent two 
weeks, October-November, at Fort Sam Houston, 
taking the Commanding Officers’ Training course: 
Paul Brown, Tulsa; Ralph V. Smith, Tulsa; W. 
F. McAnally, Tulsa; John F. Park, McAlester; L. 
C. Kurykendall, McAlester; Chas. H. McBurney, 
Clinton; D. W. Griffin, Norman; C. A. Thompson, 
Muskogee. Altogether 19 officers were in this 
class, and it was the unanimous opinion of those 
attending that this was the most beneficial course 
end instructions received since their participation 
in Medical Reserve Corps work. 


_ THE UNIVERSITY OF OKLAHOMA dedicated 
its new School of Medicine building and the Crip- 
EE Children’s Hospital November 2nd, at Okla- 
oma City. The principal speaker of the occas- 
ion was Dr. Jabez N. Jackson, formerly president 
of the American Medical Association. The princi- 
pal speaker of the afternoon, at which time the 
Crippled Children’s Hospital was dedicated, was 
Governor Johnston. The day before the dedica- 
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tion exercises were held, being devoted to the 
— clinical meeting of the medical school 
alumni. 


o 
SS 








DOCTOR W. D. FAUST 


Dr. W. D. Faust, Ada, aged 63, died Sat- 
urday, October 20th, at his home. Death 
was due to hemorrhages of the stomach. 
Funeral services were held October 21 from 
the family residence, the Dr. C. C. Morris, 
minister in charge. Interment was at Rose- 
dale cemetery with the honors of the Ma- 
sonic eg ° the Blue lodge being in 
charge, and the Commandery acting as 
escort. 

Dr. Faust was born June 10th, 1865, at 
Heartsville, Tenn. He received his M. D. 
degree from Vanderbilt University in 1891. 
He practiced at Hillsdale, Tenn., until 1903, 
when he moved to Ada, Oklahoma. 


Dr. Faust served as president of the Pon- 
totoc County Medical Society several times. 
Dr. Faust is survived by his widow and 
three daughters, all of whom reside in Ada. 














TULSA ACADEMY OF MEDICINE CLINICS 





The Clinics of the Tulsa Academy of Medicine 
were held at the St. John’s Hospital on Wednes- 
day, November 21st. Luncheon being served at 
that institution. The guest of honor was Dr. Dins- 
more of the Crile Clinics, who held dry clinics on 
diseases of the thyroid, at the hospital, and ad- 
dressed the Academy at eight o’clock in the even- 
ing. Dinner was served at the Hotel Mayo. Fol- 
lowing is the program: 

Surgical 


Dr. C. C. Hoke—(1) Thyroidectomy, one case. 

Dr. D. L. Garrett—(1) Peri-urethral cyst and 
Perineorraphy. (2) Two laparotomies. (3) One 
appendectomy. 


Dr. Fred A. Glass—(1) Thyroidectomy. (2) One 
other case. 


Dr. P. N. Charbonnett—(1) One hysterectomy. 
Dr. Fred Y. Cronk—Two laparotomies. 
Dr. A. Ray Wiley—Two laparotomies. 
Dr. V. K. Allen—Two rectal cases. 
Orthopedics 
Dr. Wade Sisler—Open operations on joints and 
demonstration of orthopedic apparatus. 
Urology 
Dr. H. S. Browne—Cystoscopic examination and 
treatment, pyelitis. 
Dr. Malcom McKeller—One or two cases for 
cystoscopy. 
Obstetrics 
_Dr. George Osborne—Demonstration of tech- 
nique in Cesarean section and Podalic version. 


Medical 
Dr. Dinsmore—Dry clinic on diseases of the 
thyroid. 
Drs. Goodman and Shepard—Demonstration of 
medical cases particularly of diabetics. 
Dr. D. O. Smith—(1) Primary Carcinoma of 
the lung. (2) One case of Banti’s Disease. 














Dr. E. K. Witcher—Ketonic diet in Epilepsy. 

Dr. Wm. J. Trainor—Heart clinic—Electro-Car- 
diography. 

Dr. Jeff Billington—One case. 

‘ Drs. Larrabee and Charbonnett—Demonstra- 
tion of plates, showing visualization of Fallopian 
tubes by injection of iodized oil. 

Diseases of the Eye 
Dr. Walter A. Huber—(1) Excision of juvenile 
cataract. (2) Strabismus operation. 
Dr. Chas. Haralson—(1) Strabismus. 
Pediatrics 
Da C. E. Bradley and K. C. Reese—One hour 
clinic. 
Ear, Nose and Throat 
Dr. R. N. Smith—One or two cases. 
Dr. J. C. Braswell—One or two cases. 


Pathology 


Dr. Nelson—Demonstration of interesting path- 
ological specimens and slides of tissues removed 
at operations and autopsies. 

Dermatology 

Dr. W. A. Showman—Ringworm of the hands 
and feet; demonstration of cultures and microscop- 
ical diagnosis. 

Dr. Chas Woods—Cases illustrating results ob- 
tained in radium treatment of Epitheliomas of the 
skin. 

Dr. Jas. Stevenson—Cases for diagnosis. 
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EYE, EAR, NOSE and THROAT 


Edited by Jas. C. Braswell, M. D. 
726 Mayo Bldg., Tulsa 





The Curative Value of Aspiration of the Vitreous. 
Zur Nedden: Arch. Ophth., 1928, lvii, 109. 


Zur Nedden advocates aspiration of the vitreous 
in cases of hemorrhage into the vitreous, irido- 
cyclitis, glaucoma, optic atrophy, and ectogenous 
infection. After the careful introduction of a 
lancet-needle cannulae he removes 0.2 c. cm. of 
fluid from the center of the vitreous, which is 
always more fluid than the periphery. 


The good results which Zur Nedden has obtained 
depended upon the vemoval of the opactiy and 
resorption following aspiration. His experiments 
on animals and observations on humans have led 
him to believe that lost vitreous is speedily and 
spontaneously replaced almost as quickly as in 
the case of aqueous. Substitution of saline so- 
lution is contra-indicated because it delays the 
natural healing process and irritation as well as 
infection may follow. 





Recent Clinical Observations on Involvement of 
the Blood Stream in Otitic Disease. Lillie, H. 
I.: Ann. Otol., Rhinol and Laryngol., 1928, 
xxxvii, 388. 

Phlebitis of the sigmoid sinus must not be con- 
fused with mural obliterating or degenerating 
thrombosis. By phlebitis is meant inflammation 
of the wall of the vessel before mural thrombosis 
has taken place. 

Lillie says that infection may extend from the 
temporal bone to the venous sinuses in several 
different ways: (1) by direct absorption of the in- 
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fection through the small vessels in the diseased 
mastoid, sometimes without visible changes in 
the appearance of the sinus wall; (2) by the de- 
velopment of phlebitis of the sinus, without par- 
asinus abscess, by continuity from the infected 
bone of the sinus groove; (3) by direct extension 
into the sinus because of the breaking down of the 
wall of the sinus by a inus abscess; (4) by 
the breaking down of the intima of the sinus by 
the disease process and onset of mural throm- 
bosis; and (5) by the breaking down of an obliter- 
ating thrombosis within the sinus. 

The fist two methods of extension are obviously 
encountered in the earlier cases and are character- 
istic of the types to be considered by the author. 
In the first and second types of the disease re- 
moval of the primary source of infection by a 
complete mastoid operation without inte.ference 
with the venous sinus or juglar vein usually offe:s 
sufficient chance for control of the disease, so that 
it may be chosen as a well-directed conservative 
measure, particularly when the patient is other- 
wise in good or fair general condition. If subse- 
quent surgical measures become necessary the de- 
lay occasioned by conservative treatment will not 
have materially increased the operative risk. 


From time to time it has been observed that im- 
mediately after the removal of packing from the 
wound of the mastoid in certain cases in which the 
sigmoid sinus had been exposed at operation the.e 
may be a sudden high rise in temperature, with or 
without a chill, followed by an uninterrupted con- 
valescence if there was no further surgical inter- 
ference. Such a course of events could be explain- 
ed by the absorption of infected material or the 
products of infection into the sinus, as the re- 
moval of packing might disturb a natural pro- 
tective barrier. In certain cases in which the 
mastoid dressing had not been changed early 
enough a sudden high rise in temperature might 
be relieved by removing the packing and flushing 
the wound. In cases in which parasinus abscess 
was encountered and a natural protective barrier 
had been established theve was rarely any febrile 
reaction after operation. If symptoms and signs 
of involvement of the sinus were present before 
mastoid operation, but no objective sign of in- 
volvement of the wall of the sinus could be made 
out at the time of the operation, non-interference 
with the sinus itself was followed by uninterrup 
convalescence. This could be explained on the 
basis of removal of the primary focus of infection 
before damage to the wall of the sinus had taken 
place. 

These observations support the hypothesis that 
ae takes place in the early cases directly 
into the blood stream through the vasa vasorum 
into the sinus. Because of the fact that the cran- 
ial sinuses are but sparsely covered with lympha- 
tics it is therefore not very we that absorp- 
tion takes place through such a channel. In cer- 
tain cases of parasinus abscess in which a natural 
barrier had been established, absorption was pre- 
vented. In fact the presence of visible changes 
over the surface of the sinus furnished no proof 
that the wall of the vessel was involved through- 
out its entire thickness. 

The author therefore assumed that in certain 
early cases, even those in which septicaemia could 
be demonstrated by blood culture, the disease 
might be controlled by the institution of suitable 
methods so that further surgical interference 
would be unnecessary. To this end the diseased 
bone was removed by a complete mastoid opera- 
tion, the wall of the sinus was uncovered until 











normal-appearing dura was encountered, and the 
dura was not forced away from the edges of the 
bone by packing the wound, but instead allowed 
to tampon against the edge of the bone under 
intracranial pressure and thus afford mechanical 
obstruction to involvement. Recent experience 
with such cases in the early stage of the disease 
has justified this procedure. 

During the past year Lillie observed five cases 
of acute suppurative otitis media and mastoiditis 
in which signs and symptoms of invasion of the 
blood stream suddenly appeared during the 
course of an otherwise satisfactory convalescence. 
At no time before the marked change in the course 
of the disease had there appeared any of the 
usual positive symptoms or signs of surgical mas- 
toiditis. All but one case had been observed from 
the onset of the otitis media. 





Studies in Otitic Sepsis., Kopetzky, S. J.: Ann. 
Otol., Rhinol. and Laryngol., 1928 xxxvii, 329. 


A detailed study of twelve cases of otitic sepsis 
is veported by Kopetzky and the outstanding 
features of each are summarized. No attempt was 
made by the author to select unusual cases for this 
study. 

In the first case reported the important factor 
is the presence of diabetes. Since mastoiditis in 
a diabetic is almost painless and a symptomatic, 
operative intervention is indicated earlier than in 
the usual case of acute mastoiditis. Headaches 
which are due to the mastoid lesion should disap- 
pear soon after operation, but if they persist or 
return after the mastoid operation, the presence 
of a sinus phlebitis should strongly suspected. 
The headache due to sinus phlebitis is almost al- 
ways localized on the affected side. 

The temperature reaction in these cases is more 
important than the presence or absence of chills. 
Only when the sinus phlebitis threatens general 
systemic invasion is a chill present. All but three 
of the cases reported by the author showed a 
septic temperature. The absence of a septic tem- 
perature or the presence of only a slight elevation 
in temperature does not necessarily exclude the 
diagnosis of sinus phlebitis. 

The otoscopic picture before operation gives no 
information as to the presence or absence of a 
sinus phlebitis. Signs that appear later in the 
course of an otitic sepsis are an enlarged spleen, 
papilloedema, petchlal hemershages, and a meta- 
static lesion. 

In acute hemorrhagic mastoiditis no informa- 
tion can be gained by inspection of the sinus wall 
or plate, since the interior of the sinus becomes 
infected by the extension of thrombi in the smaller 
vessels. 

The findings at operation which establish a 
diagnosis of sinus phlebitis differ in the acute and 
in the chronic cases. An abscess with granula- 
tions present in the sinus wall should be viewed 
with the utmost suspicion. The obliteration of 
every sinus wherein an extensive periphlebitis is 
found should be affected. 

The blood culture is a valuable aid in the diag- 
nosis of sepsis. The limitations, however, must 
be understood before its value can be properly 
estimated. In almost every case of sinus phlebitis 
the total number of white cells and the percent- 
age of polynuclears will be increased. In the 
presence of a persistent postoperative leucocyto- 
sis a sinus phlebitis should be suspected. A grad- 
ual fall in the red blood cells and haemoglobin 
after the primary mastoid operation indicates the 
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continuance of a septic focus. Transfusion is re- 
sorted to only when the haemoglobin is low or 
has shown a gradual reduction. 

Correlation of symptoms will lead to an earlier 
diagnosis of sinus phlebitis and early surgical in- 
tervention. 

In cases of sinus thrombosis, safety lies in the 
ligation of the jugular vein. When, after the 
removal of the thrombus and obliteration of the 
sinus with resultant free bleeding from the bulb, 
the blood picture shows a return to normal the 
jugular operation may not be necessary. 

An unusual case of primary bulb thrombosis 
with recovery is presented and discussed. 


Further Observations on the Ethmoid Problem., 
Skillern, R. H.: Ann. Otol., Rhinol. and Laryn- 
gol., 1928, xxxvii, 173. 


The author discusses in detail the problem of 
the ethmoid labyrinth. He is of the opinion that 
in many instances unsuccessful or even harmful 
vesults have followed extensive surgery of the 
ethmoid body proper. The complete removal of 
the middle turbinate without interference with any 
portion of the ethmoid capsule is advocated in 
those cases in which no surgery had been attempt- 
ed previously. This procedure not only insures 
thorough aeration of the entire ethmoid and ad- 
jacent areas, but also favors resolution or local- 
ization of the infection and thus makes the in- 
fection more amenable to surgical treatment. 

The author believes that the sacrifice of the 
middle turbinate is fully justified and that the 
physiological importance of this structure is often 
exaggerated. The removal of the middle tur- 
binate by means of the scissors and snare is fav- 
ered. On account of the danger of primary or 
secondary hemorrhage the posterior tip is usually 
left in situ. 

Turbinectomy should be considered as a pre- 
liminary procedure to be followed in four or five 
days by the institution of daily treatment. Cotton 
tampons saturated in a fresh, warm solution of 
25 or 50 per cent argyrol or an allied drug are 
placed in the upper pole of the nose left 
there for from four to six hours. The average 
duration of the treatment is about four or six 
weeks with gradual lengthening of the interval 
between treatments. This use of the tampons in 
combination with surgical interference has given 
very satisfactory results. 

Cases which have been operated upon previously 
present individual problems. The author believes 
that complete removal of the uncinate process is 
important. 


Apical Infection, Bulleid, A.: Proc. Roy, Soc. Med., 

Lond., 1928, xxi, 801. 

Bulleid thinks that rarefied areas probably 
represent the commonest and most dangerous 
type of “apical osteitis,” because there is no local 
resistance to the spread of the infection directly 
into the blood stream. Tissue resistance is in- 
dicated, however, by the presence of granulomata, 
which are most commonly found on dead teeth 
where there is drainage. 

The author says that dead teeth which have 
root fillings extending to the apex are most likely 
to show apical osteitis. If skiagrams demonstrate 
the presence of osteitis at the apices of dead teeth 
which have no root-canal fillings or only partially 
filled canals, extraction will prove in a certain 
portion of these cases that there is an adherent 
granuloma. 














DERMATOLOGY AND RADIO- 
THERAPY 


Edited by C. P. Bondurant, M.D. 
413 Medical Arts Buliding, Oklahoma City 











Pemphigus: The Use of Whole Blood Transfusion 
as an Aid in Therapy. Preliminary Report. L. 
Hollander. Brit. J. mat., 39:450, Nov., 1927. 


This writer gives reports on six cases of pem- 
phigus vulgaris in which whole matched blood had 
been used in treatment. -There was marked im- 
provement in the general skin picture in five of 
the cases, and in the sixth case death from inter- 
current acute infection prevented observation. The 
author is encouraged from these results from the 
effect of transfusion of whole blood to recommend 
this form of therapy and considers it worthy of 
further study in a more extensive group of cases. 
He also suggests the possible advantageous em- 
ployment of this method in other serious derma- 
toses such as exfoliative dermatitis, and dermati- 
tis herpetiformis. The following procedure is em- 
ployed: the patient’s blood is typed and donors 
selected accordingly. Direct transfusion is done 
of 500 to 600 cc. and this is repeated from three 
to six times at weekly intervals. The reactions 
are negligible, the common symptoms are men- 
tioned. For these he uses 10 m. of 1:1000 epine- 
phrine pest ernes mayen intradermally while the pa- 
tient still remains on the table. 





Porokeratosis: Its Causation and Treatment. Hugh 
W. Actom. Indian J. M. Research 15:349, Oct. 


Although porokeratosis is a distinct clinical en- 
tity, it is merely a form of hyperkeratosis. Clinic- 
ally it is characterized by the occurrence of 
raised corn-like lesions which form an irregular 
raised wall with an atrophic depressed center as 
they enlarge. It is characterized histologically 
by an increased vascularity of the papillary ves- 
sels which produces an ancanthosis with hyper- 
keratosis. As this vascularity continues endo- 
thelial cells and fibroblasts multiply in the cor- 
ium and form a constriction of the vessels. The 
atrophy from this construction gives the depress- 
ed depigmented wrinkled center. Familial tendency 
associated with a lowered basal metabolic rate is 
suggestive of a partial hypofunction of the thy- 
roid gland. This is not a complete correlation as 
these lesions are not commonly seen in other con- 
ditions of nagecunction of the thyroid, myxedema, 
cretinism. ese lesions respond an quickly 
with the proper thyroid medication. orokera- 
tosis, therefore, is a localized keratosis and falls 
into the large group of so-called skin diseases, 
xeroderma, scleroderma, keratosis, follicularis and 
morphea, which are all partially associated with 
a hypofunction of the thyroid . The writer gives 
these conclusions as the result of investigation in 
eight cases. 


Result of a Review of Cases of Accident and In- 
jury in Roentgen Establishments in Germany. 
Heinz Lossen, Acta Radiol., 1927, viii, 345-362. 


Resulting from a plan suggested first by Groe- 
del, a collection was made of roentgen accidents 
occurring in Germany. This report is made up of 
the studies arranged from 183 cases of ich 
four were erroneously reported as roentgen in- 
juries. The remainder of the cases were divided 
as follows, of the 53 injuries occurring during 
diagnostic procedures, 27 occurred during roent- 
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genoscopy, 15 in roentgenography, and 8 in a com- 
bination of the two; 120 of the cases were injured 
during therapeutic procedures, 62 with deep ther- 
apy and 58 with surface radiation. The associa- 
tion of chronic external irritation with roentgen 
irradiation was held responsible for the late a 
pearance of the late roentgen injuries. Individuals 
suffering from cumulative effect of numerous 
treatments, overlapping fields, incorrect dosimetry 
readings, activation of old tuberculosis and im- 
proper after treatment represented another g:oup 
of cases. The following contraindications to 
roentgen irradiation are the result of this analy- 
sis. 

: Absolute Contraindications: Active roentgen in- 
jury. 

Relative Contraindications: (1) Inactive roent- 
gen in jury; (2) infancy and childhood; (3) preg- 
nancy; (4) diseases, (a) of the skin, (b) consti- 
tutional diseases (Addison’s disease, diabetes, 
gout; (c) Basedow’s disease; (d) infections, (e) 
nephritis; (f) marasmus (5) scar tissue; (6) medi- 
cation with adrenalin, quinine, iodine, salvarsan, 
terpens, irritating salves, plasters, poultices; (7) 
physio-therapeutic treatments; (a) radiant en- 
ergy; (b) radiotherapy with radium, mesothorium, 
ete., and (c) hyperemia with stasis. This study is 
being continued. 





Progress and Prospect in Treatment of Cancer. 
Rokert B. Greenough. Surg., Gynec. and Obst., 
xlvi, 159-160, January, 1928. 


The committee on the treatment of malignant 
diseases with radium and X-ray of the American 
College of Surgeons is attempting to make avail- 
able for study some of the great mass of surgical 
material which may aid in producing an answer 
to disputed points in regard to the treatment of 
cancer in its usual sites. In order to provide a 
uniform basis of study the committee suggests 
two things: (1) to establish a uniform method of 
classifying and recording cancer cases, and (2) to 
establish criteria which could be accepted in every 
clinic in regard to records for consideration. One 
preliminary report of the three year end results 
of the treatment of cancer of the cervix was pub- 
lished in 1924. Reports now in preparation carry 
the cervix cases to a five year end result and 
material for a report of the same nature on cancer’ 
of the breast is being analyzed. Abstracts have 
been collected and prepared of records on cancer 
of the mouth and tongue, cancer of the rectum, 
and of the ovary. Those things which are noted 
in surgical treatment of cancer are likewise true 
of its treatment by radio-therapy. Inadequate 
apparatus and perfunctory manner of treatment 

er little advantage to the patient. This espec- 
ially applies in regard to radiation therapy with a 
frequency of inaccurate records and a defective 
follow-up system. These facts are cited to justi- 
fy a special cancer service in general hospitals 
and are given to urge close association between 
the X-ray and radium therapeutist, the surgeon 
the —_ and the other special branches o 
medicine. is cooperation and the consultation 
should be carried on with a view of giving mutual 
benefit to the doctor in charge and the individual 
cancer patient. 


Action of Colloidal Lead and Radiation on Tu- 
mors. J. C. Mottram. Brit. Med. Jour., page 132, 
January 28, 1928. 

The author gives evidence to the conclusion that 
the inoculation of colloidal lead into the circula- 
tion is followed by a thrombosis of the blood ves- 
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sels of tumors. Radiation also causes an interfer- 
ence with the blood supply by producing a throm- 
bosis, apart from its direct action upon tumor 
cells. The author carried out experiments planned 
to determine whether by a combination of these 
two measures this effect on tumors could be ac- 
complished by smaller doses of lead and thus 
avoid its toxic effects, and likewise the detrimental 
effects of radiation on normal tissue which is 
necessarily ex d. The results from this work 
seemed to indicate the value of this combination 
of treatment and to give reason for a further trial 
in cases of patients suffering from cancer. 
-O— 








UROLOGY and SYPHILOLOGY 


Edited by Rex Bolend, B.S., M.D. 
1010 Medical Arts Building, Oklahoma City, 





The mirror has a great influence on sexually 
subgestible people. 





A normal elimination of urea does not exclude 
the existence of a pyelitis. 





Do not promise that symptoms will be com- 
pletely relieved by a renal fixation. 





Be sure to examine the urine carefully in all 
cases of stubborn eczema about the genitals. 





local applications, 


In treating a trigonitis b 
ry as possible. 


have the bladder mucosa as 





A tender kidney may be a normal kidney doing 
the functional work of its disabled mate. 





Do not attempt an abortive treatment of gon- 
orrhea except in the very beginning of the in- 
fection. 

The best guide to urethral dilation is the sensi- 
bility of the urethra; do not use a local anesthe- 
tic. 








If a patient passes a long, worm-like clot, you 
may well suspect the source of bleeding to be 
renal in origin. 





Always think of the possibility of pyelitis when- 
ever there is pain anywhere in the abdomen, even 
if fever be absent. 





Infection of the parenchyma of the kidney is 
most often due to hematogenous infection, pyelitis 
to ascending infection. 





The gonococcus is rarely found alone in chronic 
gonorrhea, and it is never the predominant or- 
ganism in this disease. 





The colon bacillus may in time supplant the 
gonococcus and thence proceed up the ureteral 
lymphatics to the renal pelvis. 





A right-sided pain which persists after a re- 
moval of the appendix should be sufficient reason 
for making a thorough cystoscopic and radiologic 
examination. Appendicitis is sometimes diagnosed 
when a ureteral stone is the trouble. 





Never abandon the search for the tubercle bacil- 
lus in the urine from a pus kidney of obscure 
etiology. The tubercle bacillus is never given off 
continuously, but only intermittently. Make daily 
examinations and guinea pig inoculations. 
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In synovitis always suspect syphilis. Even with 
a negative Wassermann give anti-syphilitic treat- 
ment to start with, and never fix the joint until 
syphilis is absolutely excluded. Plaster casts 
have often caused permanent ankylosis in syphilit- 
ic joints. 





Suprapubic Prostatectomy. — John M. Birnie 
(New England Journal of Medicine, September 6, 
1928). In order to overcome the difficulties of the 
two-stage operation, consisting of two cystotom- 
ies, the operative wounds of which are located 
several inches apart (one and one-half to two 
inches on either side of median line). One in- 
cision is used for drainage and the other for re- 
moval of the prostate, and the latter is closed 
tight. By this means, the advantages of prelimi- 
nary drainage of the bladder are obtained without 
sacrificing, in any way, the benefits of removing 
the prostate under the constant guidance of the 
eye, a procedure hitherto only attained with a 
one-stage prostatectomy. 





“Bladder Troubles of Appendicular Origin.—G. 
Carajannopoulus and Cr. Grigorakis (Journal 
d’Urologie, July, 1928,) state that the influence 
of appendicitis on the bladder is well known. One 
of the most common bladder signs in acute appen- 
dicitis is dysuria. The inflammatory process 1s 
transmitted from the appendix by way of the 
perivesical tissue to the bladder with a resultant 
acute systitis. Occarionally one may find more 
serious bladder complications. Thus, the authors 
cite cases of bladder perforation, hematuria, and 
bladder abscess in cases of abscess of the appen- 
dix. 





Oral Therapy in the Treatment of Gonorrhea 
and Other Urinary Infections.—Abr. L. Wolbarst 
(Medical Journal and Record, September 19, 1928) 
conside:s the use of pyridium, a hydrochloric acid 
salt and substitution product of pyridin. He finds 
that in male gonorrhea there is a decided amelio- 
ration of the subjective symptoms; in posterior 
urethral invasion with prostatic involvement pain 
is quickly relieved and urinary fiequency restored 
to normal; and the urine clears more quickly in 
both acute and chronic cases. As a general uri- 
nary antiseptic pyridium is effective as an ad- 
juvant to instrumental measures in pyelitis and 
other upper trcct infections of staphylococcus and 
bacillus coli origin. In cases of trigonitis in wo- 
men, it proves productive of excellent results. In 
one case of non-venereal prostatitis in a boy of 
fifteen, with marked urinary symptoms, prompt 
relief was obtained. 





Prostatic Backache as a Cause of Prolonged 
Disability Following Injury.—L. R. Boies (Minne- 
sota Medicine,, September, 1928,) states that the 
prostate as a focus of infection is probably of 
much greater incident than is generally realized. 
Chronic prostatitis is a frequent cause of back- 
ache. It is this referred pain, the basis of which 
is unrecognized, which is so frequently the cause 
of prolonged disability after minor back injury. 
Rectal examination is important in every general 
physical examination, and if there should be any 

















suggestion of the possibility of a focus of infec- 
tion somewhere in the body, microscopic investi- 
gation of the prostatic and vesicular expression 
should be carried out. Again, absence of objec- 
tive enlargement upon digital examination, or of 
symptoms, does not exclude the prostate as a seat 
of infections. Finally, no orthopedic procedure is 
justifiable in back injuries with obscure findings 
as long as the prostate presents evidence of in- 
fection. 





Tumors of the Kidney.—Winfield Scott Pugh 
(Medical Journal and Record, August 15, 1928,) 
gives a discussion of kidney tumors, treating 
classification and symptoms (cardinal and gener- 
al) with the purpose of presenting an aid in the 
early diagnosis and treatment. Five cases are des- 
cribed in illustration of points made in his dis- 
cussion. Kidney tumors are practically all malig- 
nant. The appearance of the three socalled “car- 
dinal symptoms” (hematuria pain and tumor 
formation) usually means that we are too late. 
Urinary symptoms, such as urgency, frequency 
and dysuria, are usually the forerunners of the 
cardinal symptoms. In these cases and most de- 
cidedly with hematuria there must be a complete 
urological examination. An examination should 
never be delayed in the presence of hematuria 
which is always a sign of danger. A pyelogram 
usually clinches the diagnosis, and no examination 
is complete without it. If there is any doubt after 
the pyleogram, and exploratory nephrectomy 
should be done. 





Anuria.—Daniel N. Eisendrath (Minnesota Med- 
icine, July, 1928,) presents a comprehensive dis- 
cussion of this important subject. In cases of 
oliguria or anuria it should be remembered that 
the majority of anurias are due to some form of 
obstruction at the outlet of the renal pelvis or dis- 
tal to it, a state of affairs demanding a urologic 
examination immediately. In treatment, ureteral 
catheterization offers the best outlook in case of 
obstructive anuria and should be given a trial of 
48 hours but not longer. The author describes 
five cases in which the anuria was completely or 
temporarily relieved by ureteral catheterization. 


The Urinary Tract and Intra-Abdominal Symp- 
toms.—A. J. Sparks (The Journal of the Indiana 
State Medical Association, September 15, 1928,) 
considers the question of ureteral obstruction as 
the cause of vague intra-abdominal symptoms. 
From observations of Hunner made in a series of 
cases in 1918, we note that frequently the urinary 
tract is overlooked in the consideration of intra- 
abdominal symptoms. Walther in 1922 also re- 
ported a series of cases which, operated on without 
relief, were demonstrated to have urinary tract 
pathology. Diagnoses made on patients, later 
proved to have ureteral stricture, include pelvic 
a disease, ovarian disease, functional 
disorders of the gastro-intestinal tract, chronic 
peritonitis, intestinal adhesions, sigmoid adhes- 
ions, colitis, chronic pancreatitis, gallstones, joint 
pains, neuralgia of the sacral plexus and sciatica. 
Besides stricture of the ureter, we see, less com- 
monly, small ureteral stones which do not cause 
complete blocking of the urinary outflow, ureteral 
kinks due to inflammatory bands and nephropto- 
sis, and obstructions caused by pressure upon the 
ureter by abnormally placed vessels. The author 
describes three illustratory cases of his own, com- 
prising ureteral obstruction due to ureteritis 
(stricture), blocking by an aberrant artery in a 
band of adhesions, and kind due to nephroptosis. 
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TUBERCULOSIS 


Edited by L. J. Moorman, M.D. 
912 Medical Arts Bidg., Oklahoma City 








Miliary Tuberculosis in Children.—Joseph Green- 
yard. Amer. Rev. of T. B., October, 1928 


This is a report of 54 cases all of which termi- 
nated fatally, 35 came to autopsy; 79.5 per cent 
were under five years of age, and 20.5 per cent 
were between five and 11 years; 23.9 per cent were 
contact, while in 72 per cent exposure was denied 
although the author states the information obtain- 
ed was unreliable. 


Vomiting occurred in 30 cases, cough in 20, 
fever in 22, convulsions in 15, drowsiness or 
stupor in 16, and loss of appetite end weight in 16. 
Pain in chest, hemoptysis and night sweats, find- 
ings considered rare in childhood, were all ob- 
served by the parents in this series. 

Lung findings were noted in more than half the 
cases, consisting in disseminated fine moist rales 
and arecs on dullness at times. Enlargement of 
the spleen and liver occurred in a small number 
(the spleen was studded with tubercles in 80 per 
cent of the autopsied cases). An antemortem 


diagnosis of tuberculous meningitis was made in 
39. 


A leucopenia was found in the majority of 
cases; only six cases showed a high count; 23 
cases were x-rayed, miliary involvement of the 
lungs was noted in 13 plates, two showed evidence 
of consolidation, six showed hilum increase but 
no pulmonary involvement and two were negative. 
Miliary tubercles became apparent only when sur- 
rounded by small bronchopneumonia areas, then 
giving the typical snow-storm shadow. 

Lumbar puncture was done in 44, 35 of the 
fluids were clear and colorless, six were turbid and 
three were clear yellow. 

Globulin reactions were positive in 30 and an in- 
crease in the number of cells was noted in 39, the 
lymphocytes predominating in all but two fluids. 
Microorganisms were never found in stained 
smears antemortem. 


Pathology miliary distribution was as follows:, 
Leptominges 28 cases; brain, three; lungs, 29; 
liver, 28; spleen, 28; stomach and intestines, four; 
pancreas, one; omentum, one; peritoneum, six; 
epicardium, one; kidneys, 18; bladder, one epididy- 
mis, one; adrenals, three; skin, one; diaphragm, 
one. 


Caseous and ulcerative lesions occurred in the 
lungs in 24 cases and in tracheobronchial lymph 
nodes in every case examined. The mesenteric 
lymph nodes were involved in 14 of the cases. 


The Incidence of Pleural Lesions as Shown by 
Roentgenographs in Children Known to be Tu- 
berculous. Lloyd B. Dickey and L. H. Garland, 
Amer. Rev. Tb., October, 1928. 


Of the series of 327 positive tuberculin reactors, 
234 or 71.5 per cent showed evidence of pleurisy; 
168 or 51 per cent of the films showed thickening 
of one or more of the interlobar septa; 172 or 52 
per cent showed apical pleural thickening; nine 
or 2.8 per cent showed thickening of the pleura 
other than apical or inte:lobar; 12 or 3.7 per cent 
showed evidence of adhesions between the visceral 
and pacietal pleurae; 11 or 3.3 per cent showed 
evidence of pleural effusion; 107 or 46 per cent of 
the total showing evidence of pleurisy, showed 








also distinct evidence of hilum and node enlarge- 
ment. 


The Duration of Life in Pulmonary Tuberculosis 
With Cavity. Harry L. Barnes and Lena R. P. 
Barnes. Amer. Rev. Tb., October, 1928. 


This is a review of 1453 cases: 80 per cent died 
within one year; 82 per cent died within two 
years; 85 per cent died within three years; 90 per 
cent died within five years; 95 per cent died with- 
in 15 years. 


Ninety-nine per cent of 616 cavity cases diag- 
nosed by x-ray had tubercle bacilli in the sputum. 


Right lung cavity cases had slightly more sur- 
vivors and lived slightly longer than left. 


The duration of life bore a direct relation to the 
number of cavities. Of 17 cases having more than 
three cavities, none survived a year. 


Tuberculous Granuloma of the Bronchus—Report 
of a Case. Phillip Schonwold. Amer. Rev. of Tb., 
October, 1928. 


A case of tuberculosis is presented in which a 
tuberculous laryngitis and a granuloma in the 
mucosa of the right bronchus at the bifurcation 
developed after a spontaneous cu-e of tuberculous 
peritonitis. The laryngitis improved greatly, but 
the narrowing of the right bronchus caused stag- 
nation of purulent material in the right lung, 
followed by atelectasis of the right lower lobe, 
the spread of the infection throughout the entire 
right lung, and finally spontaneous pneumothorax 
of the right upper lobe. 


The mucosa presenting almost a pure culture of 
tubercle bacilli was of extreme viscosity, and its 
stagnation, after the pneumothorax, had prevent- 
ed cough, brought about asphyxiation. 


Broncholithiasis—Report of a Case. Barnet P. Sti- 
velman. American Rev. of Tb., October, 1928. 


An Austrian stone-grinder, age 51, complained 
of weakness, occasional afternoon fever, loss of 
weight, frequent spasmodic cough followed by 
profuse expectoration, and expulsion of lung 
stones. 


Examination of chest revealed extensive em- 
ee and evidence of fibroid phthisis, with 
ilateral cavitation and questionable silicosis. The 
nails were curved end fingers clubbed slightly. 
Sputum at first negative, was soon found to con- 
tain many tubercle bacilli. 


While in the hospital (16 days) cough increased, 
fever mounted, there were progressive dyspnoea 
and loss of weight and strength. Death occurred 
after development of an extensive spontaneous 
pneumcthorax on left side. More than 40 stones 
were expelled during paroxysms of cough. Chem- 
ical analysis of the stones showed calcium phos- 
phate and calcium carbonate impregnated wtih 
particles of carbon. 


Bronchial Irrigation. C. L. Wayman. Amer. Rev. 
of Thb., October, 1928. 


The author reports three cases, all of which 
were benefitted by the treatment. For tuberculous 
cavity, bronchiecstasis and lung abscess a 5 per 
cent solution of calcium chloride in distilled water 
was used. For chronic bronchitis a 10 per cent 
solution of aikaline antiseptic. 


The method is described in detail. 
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Pulmonary Sporotrichosis. J. J. Singer. Amer. 
Rev. of Tb. 


This is a report of three cases, all of which 
improved following the administration of potas- 
sium iodide. 


Laryngeal Tuberculosis. Edward A. Looper and 
Leo V. Schneider. Jour. A. M. A., Oct. 6, 1928. 


Laryngeal complications occurred in 15 to 30 
per cent of all cases of tuberculosis. It is second- 
ary to pulmonary infection and occurs most fre- 
quently between 20 and 40 years of age. 

A number of cases are reported which were 
treated by electrocautery. In the patients with 
moderate lung involvement 65.5 per cent were im- 
proved and healed and 26.5 per cent with far ad- 
vanced lung involvement were imp:oved and heal- 
ed. In many patients the cautery treatment ex- 
ercised a favorable influence of the lungs and on 
the general condition. The caute izztion was done 
under local anesthesia at monthly intervals. Ex- 
periments have proved that cauterization produced 
an inflammatory reaction of the tissue, with the 
development of new blood vessels, congestion and 
fibroblasts in the av-scular tubercle, giving it 
necessary nutrition and resistance. 

Vocal rest or absolute silence is advised in all 
suggestive cases. Cooperation between laryngol- 
ogist and clinician is very important. 


v 
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BACTERIOLOGY FOR NURSES—By Chas. F. 
Carter, B.S., M.D., Director, Terrell-Carter Lab- 
oratories. Dallas; Director, Laboratories, Parkland 
Hospital; Lecturer, Bacteriology and Pathology, 
Parkland Hospital School of Nursing. Illustrated, 
cloth, 213 pages. Price $2.25. C. V. Mosby Co., 
St. Louis. 


A TEXT-BOOK OF PHARMACOLOGY AND 
THERAPEUTICS—By Hugh A. McGuigan, M.D., 
Professor of Pharmacology and Therapeutics, 
University of Illinois, School of Medicine, Chi- 
cago. Octavo volume of 660 pages, illustrated. 
Philadelphia and Londan: W. B. Saunders Co., 
1928. Cloth, $6.00 net. 


AN INTRODUCTION TO EXPERIMENTAL 
PHARMACOLOGY—By Torald Sollmann, M.D., 
Professor of Pharmacology and Materia Medica at 
Western Reserve University, Cleveland, and Paul 
J. Hanzlik, M.D., Professor of Pharmacology at 
Stanford University, San Francisco, Calif. Octavo 
volume of 321 pages, illustrated. Philadelphia and 
en W. B. Saunders Co., 1928. Cloth, $4.25 
net, 


BLOOD AND URINE CHEMISTRY—By R. B. 
H. Gradwohl, M.B., Director of the Gradwohl Lab- 
oratories, and Ida E. Gradwohl, A.B., Instructor in 
the Gradwohl School of Laboratory Technic., St. 
Louis. Cloth, 542 pages, with 117 illustrations and 
four color plates, 1928. Price $10.00. C. V. Mosby 
Co., publishers, St. Louis. 


Accurate determination of the blood and urine 
chemistry is so important that no internist or 
surgeon today would think of undertaking the 
grave responsibilities of practice without con- 
stant check-up pre and postoperative, as well as 
during the course of — conditions. This is 
intended as a text book guide for laboratory 





workers and physicians. The subject matter em- 
braces_ everything necessary to a proper under- 
standing of the very complex problems involved. 


SYPHILIS — ACQUIRED AND HEREDOSY- 
PHILIS—By Charles C. Dennie, B.S., M.D., As- 
sistant Professor of Dermatology and Syphilology, 
University of Kansas School of Medicine, Chief 
of Heredosyphilitic Clinic, Children’s Mercy Hos- 
pital; Chief of Syphilitic Clinic, Kansas City Gen- 
eral Hospital; Dermatologist and Syphilology, St. 
Luke’s Research, and St. Mary’s Hospitals. Illus- 
trated, leather, 304 pages. Price $2.50. Harper 
and Brothers, New York. , 


This is one of the series of Harpers’ Medical 
Monographs and is especially prepared upon the 
theory that most general practitioners are too 
busy as well as disinclined to make a large out- 
lay in expensive reference books on the varied 
types of problems they are called upon to meet. 
It has long been felt that much of the vast mass 
0s symptomatology, diagnostic and treatment 
means should be condensed into monograph form 
for the use of men too busy to delve through the 
great mass of rapidly accumulating literature of 
every medical subject. This work meets this in- 
dication so far as syphilis is concerned. 


UROLOGY—A TEXT BOOK FOR STUDENTS 
AND PRACTITIONERS—By Daniel Eisendrath, 
M.D., Attending Urologist, Michael Reese and 
Chicago Memorial Hospitals; Assistant Professor 
of Surgery (Genito-Urinary), Rush Medical Col- 
lege of the University of Chicago, and Harry C. 
Rolnick, M.D., Associate Urologist Mt. Sinai Hos- 
pital; Adjunct Urologist Michael Reese Hospital; 
Formerly Associate in Genito-Urinary Surgery, 
Northwestern University Medical School. 700 
black and white illustratiens, 11 in colors. Cloth, 
942 pages. Price $9.00. J. B. Lippincott Co., 1928, 
Philadelphia. 


This work is divided into seven subdivisions to 
care for the 59 chapters. Chapters one to 11 con- 
sider the fundamentals necessary to understand- 
ing of urologic —_ These are followed by 
sections upon orrhoea and Venereal Ulcers, 
Male Genitalia, Bledder, Ureter, Kidney and O 
erative Technic. The final chapter of this ~ 4 
division is devoted to Interpretation of Hematuria 
and Pyuria. Dr. Eisendrath has been known as 
master of the arts and sciences of urological prob- 
lems for many years. This volume is a reflection 
of his wide experience and practice and is worthy 
of close study by the man interested in the many 
phases of urology. 


PROBLEMS IN SURGERY — UNIVERSITY 
OF WASHINGTON GRADUATE MEDICAL 
LECTURES FOR 1927—By George W. Crile, M. 
D., edited Amy F. Rowland. Octavo volume of 
171 pages, illustrated. Philadelphia and London: 
W. B. Saunders Co., 1928. Cloth, $4.00 net. 


This fine little volume consists of six lectures 
delivered by Dr. Crile during the summer of 1927 
as the Course of Graduate Medical Lectures of 


the University of bynes ge the subjects are: 


The Management of Acute Infections, A General 
Consideration of the Treatment of Premalignant 
and Malignant Conditions, Operations on the Bad- 
Risk Patient, The Mechanism of Hyperthyroidism, 
Diagnostic and Operative Clinics and A Bipolar 
Interpretation of Certain Normal and Pathologi- 
cal Conditions. It is needless to say that the 
work is intensely interesting. . 
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